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Abstract
There is a challenge for Thai mental health nurses to provide recovery-oriented
mental health care for people living with schizophrenia. This study aimed to seek a
comprehensive view of Thai mental health nurses’ understanding and nursing
practices in relation to recovery from schizophrenia. It also sought to determine
whether nurses’ perceptions and practices regarding recovery from schizophrenia
were consistent with a recovery model. The study was designed as a sequential
exploratory mixed-methods study which began with a descriptive qualitative study
and was followed by a cross-sectional survey. Although the two research approaches
were implemented and analysed separately, a segregated design of mixed-methods
analysis was utilised in order to draw conclusions from both.

In the first phase, the descriptive qualitative study set out to investigate the
understanding that Thai mental health nurses had about recovery from schizophrenia
and their nursing practices to promote recovery from mental illness. Data were
collected using semi-structured interviews with 24 mental health nurses who
delivered care for people living with schizophrenia. A thematic analysis of the
interview data revealed five themes related to recovery from schizophrenia; 1) the
meaning of recovery, 2) the characteristics of recovery, 3) the facilitators of
recovery, 4) the barriers to recovery, and 5) nursing practices to promote recovery.
The findings suggest that the perceptions and nursing practices of Thai mental health
nurses were most consistent with a traditional medical model.

In the second phase, a cross-sectional survey was undertaken to investigate the level
of Thai mental health nurses’ knowledge, attitudes, and nursing practices regarding a
recovery model. It involved a survey using self-reported questionnaires including the
Recovery Knowledge Inventory (RKI), the Recovery Attitude Questionnaire (RAQ),
and the Recovery-Oriented Nursing Practice (RONP). Data were analysed from
questionnaires completed by 476 mental health nurses who worked in public sectors
across the country and provided care for people living with schizophrenia. The main
finding was that Thai mental health nurses had poor knowledge, attitudes, and
nursing practices in relation to a recovery orientation. In addition, educational
ix

qualifications and work settings were related to the delivery of recovery-oriented
nursing practices. Again, findings suggested that the knowledge, attitudes, and
nursing practices were consistent with a traditional medical model rather than a
recovery model.

The emphasis of a traditional medical model rather than a recovery model may be
explained by insufficient knowledge of psychological recovery among Thai mental
health nurses and the dominance of a traditional medical model in Thai mental health
system. Training and formal education related to recovery-oriented nursing care
should be introduced for mental health nurses at all levels. To promote psychological
recovery from schizophrenia, nurses should find a balance between illness-oriented
interventions and recovery-oriented practices. They should emphasise nursing
practices to help clients develop hope, self-determination, and responsibility for
recovery from mental illness.
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CHAPTER 1
INTRODUCTION
1.1 Introduction
A recovery model (Anthony 1993) has gained great acceptance and influence on
mental health systems and services in many countries (Anthony et al. 2003, O' Hagan
2004, Turner-Crowson & Wallcraft 2002). Many authors suggest that to promote
recovery, wellness, and growth among mental health clients, key recovery values
should be incorporated into mental health services (Farkas et al. 2005, Roberts &
Wolfson 2004, Till 2007, Torrey et al. 2005). However, for the Thai mental health
system there is no directive to provide recovery-oriented mental health services
because of a lack of evidence around the concept within the country.

This thesis is a report of a mixed-methods study undertaken in Thailand. It provides
evidence about the level of understanding that Thai mental health nurses have
regarding recovery from schizophrenia and their nursing practices to promote
recovery. In this chapter, the background of the study is presented. It includes an
explanation of the study background and the need to undertake the research. The
purpose of the study and research questions are explained to outline the specific areas
of investigation. In addition, the significance of the study and the definitions of key
terms are described. At the end of the chapter, the structure of the present thesis is
outlined.

1.2 Background
Many mental health clients in inpatient mental health units are diagnosed with
schizophrenia. Saha et al. (2005) report that the global lifetime prevalence of this
illness (the proportion of individuals in the population who have ever manifested
schizophrenia and who are alive on a given day) was about 4 per 1,000. In Thailand,
the Department of Mental Health (2008)1 reported that approximately 389,000 Thai
1

http://www.plan.dmh.go.th/FormRptDmh/view.asp?id=125
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people were diagnosed with schizophrenia, accounting for 59% of mental health
clients in psychiatric hospitals throughout the country (WHO & Ministry of Public
Health 2006). These figures indicate that a large number of Thai people including
mental health clients and their families, have suffered from this illness.

People diagnosed with schizophrenia suffer many hardships due to its long-term
course, repeated relapse, and a wide range of negative impacts on every aspect of a
person’s life (Salerno 2002). The impact of schizophrenia not only involves disabling
symptoms, but also the consequences of the illness (Angermeyer & Matchinger
2004, Berge & Ranny 2005, Rosen et al. 2000). A study by Pinikahana et al. (2002)
indicates that people living with schizophrenia have a significantly poorer quality of
life than others in the community. While the psychopathology of this illness reduces
an individuals’ quality of life, sometimes pharmacotherapy also has adverse effects
on their quality of life. This is compounded by homelessness and unemployment.
In addition, Angermeyer and Matschinger (2003) also report that people living with
schizophrenia have suffered from negative attitudes towards mental illness, leading
them to be stigmatised and socially discriminated against. In Thailand, the negative
impacts of schizophrenia on an individual’s quality of life and caregivers are
reported in several studies (Bhrombutr 2002, Supish 2003). A study by Supish
(2003) reports that the quality of life among people diagnosed with schizophrenia
was at a moderate level, while that of Bhrombutr (2002) asserts that carers of people
with schizophrenia experience emotional distress and risks for mental health
disorders as a consequence of long periods of caring their relative.

Despite the persistence of schizophrenia, recovery from this mental illness is
possible. Many individuals diagnosed with schizophrenia can recover over time and
some of those have a full recovery. Several studies report the prevalence of recovery
from this illness (Gillam 2006, Harrison et al. 2001, Harrow et al. 2005, Robinson et
al. 2004). For example, a 15-year follow-up study by Harrow et al. (2005) reports
that 40% of 64 individuals diagnosed with schizophrenia recovered from their mental
illness. In addition, a 5-year follow-up study by Robison et al. (2004) reports that, of
118 people diagnosed with schizophrenia, 47.2% reported no symptom relapse, and
25.5% had adequate social functioning for more than two years. This evidence
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suggests that with optimal and integrated treatment people can recover from
schizophrenia (Lenroot et al. 2003).

People diagnosed with schizophrenia need recovery-oriented mental health services
in order to maximise the chances of recovery. Several authors suggest that the
services for people diagnosed with schizophrenia should be recovery-oriented rather
than illness-oriented (Anthony 2000, Farkas et al. 2005, Jacobson & Greenley 2001).
To illustrate, there are two main perspectives that underpin mental health services: a
medical model and a recovery model (Munetz & Frese 2001, Roberts & Wolfson
2004). While the medical model emphasises illness and treatment, the recovery
model emphasises the person’s strength, wellness, and growth (Roberts & Wolfson
2004). Medical-based mental health services are treatment-based and attempt to
control the symptoms, while recovery-oriented services emphasise the promotion of
the individual’s strength and self-transformation for wellness (Munetz & Frese 2001,
Roberts & Wolfson 2004). Recovery from schizophrenia includes not only symptom
remission, but also hope, self-redefinition, having a meaningful life, and selfresponsibility (Andresen et al. 2003, Liberman & Kopelowicz 2002); therefore, a
recovery-oriented mental health service is essential for people living with
schizophrenia.

Mental health nurses play a key role in helping individuals recover from
schizophrenia. Among mental health workers, nationally and internationally, nurses
constitute the largest group of professionals (Cleary et al. 2006, Connor 1999, WHO
& Ministry of Public Health 2006). In addition, they involve a wide range of mental
health services, such as medication management, crisis management, case
management, counselling, psychoeducatition, skills training, and family interventions
(Allen 1998, Baker 2000, Fung & Fry 1999). Mental health nurses are considered
resource persons who support mental health clients recover from their illness (Fourie
et al. 2005). To promote recovery, it is suggested that mental heath nurses integrate a
recovery orientation into their practices (Till 2007). For example, they should help
clients develop hope for recovery from mental illness (Resnick et al. 2005, Rydon
2005). In addition, they should identify their strength and empower them to take
control over their life in order to achieve recovery (Kelly & Gamble 2005).
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Therefore, recovery-oriented nursing care is important for people recovering from
schizophrenia.

Mental health nurses need to review their knowledge, attitudes, and skills related to
recovery-oriented nursing practice. To manage nursing care with a recovery
approach requires nurses to massively change the paradigm of nursing practices from
a medical model to a recovery model (Glover 2005, Roberts & Wolfson 2004, Roe &
Swarbrick 2007). This is because with the dominance of a medical model, nurses
tend to develop their medical skills; and thus, fail to promote psychological recovery,
such as hope, empowerment and self-determination (Castledine 2004, Munetz &
Frese 2001, Till 2007). Nurses need to consider mental health clients as individuals
who have distress experience rather than the case studies of mental disorder (Farkas
et al. 2005, p. 145). They should accept and respect the clients as experts in their
living and illness, and support them to manage their lives toward recovery (Kilbride
& Pitt 2006, Roberts & Wolfson 2004, Shanley et al. 2003).

A recovery model is relatively new for Thai mental health nursing practices.
Although many authors suggest the provision of recovery-oriented mental health
services (Dorrer & Schinkel 2008, Farkas et al. 2005, Till 2007), it is difficult for
Thai nurses to provide the services without a clear understanding about the concept
of recovery, such as the nature of recovery, factors influencing recovery and
strategies to support key elements of recovery (Rickwood 2004). Dorrer and
Schinkel (2008) point out that belief in and understanding about recovery is one of
the competencies that help mental health workers manage care through a recovery
approach. This indicates the need to review Thai mental health nurses’ understanding
and nursing practices regarding recovery from mental illness.

This study set out to address the need to provide evidence about the understanding
and nursing practices of Thai mental health nurses regarding the promotion of
recovery from schizophrenia. Comprehensive knowledge of Thai nurses’
understanding and practices regarding the promotion of recovery will help the
nursing authorities identify the potential for Thai nurses to provide recovery-oriented
mental health care for people diagnosed with schizophrenia. In addition, it will
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identify the strategies to promote recovery-oriented practices among Thai mental
health nurses. Ultimately, there will be the development of Thai mental health
nursing that integrates key recovery values.

1.3 Purpose of the study
This study has three major purposes:
1. To explore Thai mental health nurses’ understanding about recovery from
schizophrenia and nursing practices to promote recovery from schizophrenia.
2. To examine the levels of knowledge, attitudes, and nursing practices of Thai
mental health nurses regarding a recovery model.
3. To identify the consistency between the current understanding and nursing
practices of Thai mental health nurses with a recovery model.

1.4 Methodology
This study employed a mixed-methods approach because using two different
research methods provided depth and breadth about the understanding of, and the
nursing practices of Thai mental health nurses in relation to recovery from
schizophrenia. It was designed as a two-stage study. Specifically, the first phase of
this study involved a descriptive qualitative study using semi-structured interviews
with a group of 24 mental health nurses who delivered mental health services to
people living with schizophrenia. Qualitative data were analysed using a thematic
analysis. In the second phase, there was a cross-sectional survey, utilising selfreported questionnaires, among mental health nurses across Thailand. Quantitative
data were analysed from 476 completed questionnaires using statistical analysis.
Finally, the conclusion was drawn from the findings of both studies. The details of
the research approach and methodology of this study are outlined in Chapter 3.

5

1.5 Research questions
This thesis is predominantly exploratory and addresses the following questions.
1. What are the perceptions of Thai mental health nurses about recovery from
schizophrenia?
2. How do Thai mental health nurses promote people to recover from
schizophrenia?
3. What are the levels of knowledge and attitudes regarding a recovery model
among Thai mental health nurses?
4. What is the level of recovery-oriented nursing practices among Thai mental
health nurses?
5. What is the approach dominating the understanding and nursing practices of
Thai mental health nurses regarding recovery from schizophrenia?

1.6 Significance of the study
The study is significant because it identifies the gaps in knowledge surrounding the
concept of recovery as well as nursing practices based on a recovery model,
particularly in Thailand. The findings of this study are significant because they:

1. May contribute to the improvement of mental health services for people
diagnosed with schizophrenia. Schizophrenia is targeted in this study
because it is considered a severe mental illness with a wide range of
negative impacts on every aspects of one’s life (Salerno 2002).
Furthermore, in Thailand most inpatient mental health clients are diagnosed
with schizophrenia (WHO & Ministry of Public Health 2006). The impact
of schizophrenia not only involve disabling symptoms, but also the
consequences of the illness, such as low self-esteem and stigma
(Angermeyer & Matschinger 2003, Berge & Ranny 2005, Rosen et al.
2000), unemployment (Rosenheck et al. 2006), and homelessness (Ran et
al. 2006);
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2. May contribute to the development of recovery-oriented mental health
services in the Thai mental health system. According to the Thailand’s
national mental health policy (WHO & Ministry of Public Health 2006),
there is an intention to promote client involvement and empowerment
among mental health clients. To achieve the ultimate goals set by
Thailand’s Department of Mental Health, the adoption of a recovery model
into mental health services is necessary (Bellack 2006, Farkas et al. 2005).
With recovery-based mental health services, mental health clients can not
only recover from mental illness, but also have personal growth and a
meaningful life (Anthony 1993, Farkas et al. 2005, Munetz & Frese 2001).

3. May help Thai mental health nurses develop their own knowledge and
practices through the integration of Western concepts and Thai tradition.
Although Thai mental health nursing is influenced by American nursing
education (Anders & Kunaviktikul 1999), Thai nurses are expected to
exhibit nursing practices that integrate traditional Thai approaches. As
suggested by Ekintumas (1999), Thai nurses, not outsiders, must drive any
improvement in Thai nursing practices. Therefore, identifying the level of
understanding and current practices that Thai mental health nurses have
regarding recovery from schizophrenia will contribute to the development
of Thai mental health nursing, especially in the area of mental health
rehabilitation.

1.7 Definitions of key terms
Clinical recovery: The improvement after an episode of mental illness which is
determined by reductions of symptoms and deficit, and a return to normative social
and vocational functioning (Davidson et al. 2005b, Liberman et al. 2002, Slade
2009).

Mental health clients: People diagnosed with mental illness who are currently using
or have used mental health services.
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Psychological recovery: A lifelong process to build a positive sense of self and to
develop new meaning and purpose in one’s life beyond the catastrophic effects of
mental illness (Adams & Partee 1998, Andresen et al. 2003, Anthony 1993, Slade
2009).

Recovery attitudes: The belief and feeling that represents the person’s agreement to
psychological recovery.

Recovery knowledge: The person’s understanding about psychological recovery.

Recovery model: The approach of mental health services that emphasises the
enhancement of an individuals’ self-management for their recovery, and the
development of services which facilitate the individual’s personal journey towards
recovery (Anthony 1993, Frese et al. 2001, Mental Health Commission 2005).

Recovery-oriented service: The mental health service that incorporates a recovery
model in order to ameliorate the major consequences of mental illness: person’s
impairment, dysfunction, disability and disadvantage (Anthony 1993, Jacobson &
Greenley 2001).

Recovery-oriented nursing practice: Nursing activities to promote psychological
recovery.

Recovery values: The values that are used as guiding principles of mental health
services to promote psychological recovery, including; emphasising person
orientation, promoting person involvement, enhancing each individual’s selfmanagement, and developing personal growth (Anthony 1993, Farkas et al. 2005).
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1.8 Structure of the thesis
This thesis is organised into six chapters:

Chapter 1 describes the context in which the study took place. This chapter includes
an introduction, the background of the study, the purpose of the study, research
questions, the significance of the study, and definitions of key terms.

Chapter 2 presents a review of the literature relevant to the concept of recovery from
schizophrenia, and nursing practices that promote psychological recovery. It explains
the steps of an integrative review that was used for reviewing the literature. In
addition, it provides the findings of the literature review as well as a discussion
according to the findings.

Chapter 3 outlines the research methodology used in this study. It explains a mixedmethods approach. The rationale for using a mixed-methods approach and the
research methodology of both qualitative and quantitative approaches is described.
At the end of this chapter, the mixed-methods analysis and strategies to improve the
rigour of the study are explained.

Chapter 4 presents the findings of a descriptive qualitative study among 24 mental
health nurses. It explains the process of data analysis, the findings, and the critical
discussion of the findings. This chapter provides an understanding of Thai mental
health nurses’ perceptions about recovery from schizophrenia and nursing practices
that they used to promote recovery from schizophrenia.

Chapter 5 presents the findings of a cross-sectional survey of 476 mental health
nurses. It provides a quantitative exploration of Thai nurses’ knowledge, attitudes
and nursing practices, regarding a recovery model. At the end of the chapter, key
findings are critically discussed with the support of relevant empirical evidence.
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Chapter 6 provides a summary of key findings from the two studies comprising this
research, as well as that of a mixed-methods analysis. Recommendations according
to key findings are offered and the limitations of the study are described.
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CHAPER 2
RECOVERY FROM SCHIZOPHRENIA AND
NURSING PRACTICES
2.1 Introduction
As explained in the first chapter, this study focused on the understanding and nursing
practices of Thai mental health nurses in relation to recovery from schizophrenia.
This chapter reviews the literature relevant to the areas of investigation. An
integrative review method was used to review the literature. This chapter is organised
into six main sections. The first section explains the process of the literature review
that was undertaken. The next four sections presents a summary of literature around
four main areas in relation to recovery from schizophrenia including; 1) the
definition of recovery, 2) characteristics of recovery, 3) factors involved in recovery,
and 4) recovery-oriented nursing practice. The final section provides a discussion of
the findings of the literature review.

2.2 Integrative review methodology
This literature review was undertaken using an integrative review because the
process and utilisation of this method were more flexible than other kinds of
literature review, such as a systematic review (Whittemore & Knafl 2005).
Specifically, it can be used to review literature with diverse methodologies. In
addition, it can be undertaken for a wide range of purposes, such as; to define
interesting concepts, to review evidence, or to analyse complicated issues on a
particular topic (Whittemore & Knafl 2005). With respect to the present study, an
integrative review was considered an appropriate method for this literature review
because there was a variety of evidence around the concept of recovery in mental
health as well as nursing practices to promote recovery.
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This literature review utilised a five-step process as suggested by Whittemore and
Knafl (2005). In the first place, this literature review began by identifying the
problems or questions addressing the research questions. As seeking understanding
about recovery from schizophrenia and nursing practices to promote recovery was
the main aim of the study, four questions were formulated:

1. What does recovery from schizophrenia mean?
2. What are the characteristics of recovery from schizophrenia?
3. What are the factors influencing recovery from schizophrenia?
4. How do nurses promote psychological recovery from schizophrenia?

Secondly, the next step of the literature review was a literature search. In this stage,
keywords were identified for searching the literature. In accord with the four review
questions, several keywords were identified and used as searching terms. These
included; recovery, schizophrenia, mental illness, nursing care, recovery-oriented
care. With these keywords, potential literature was accessed through the databases
relevant to the area of health and behavioural science, such as PsycINFO, SAGE,
CINAHL, and Wiley Interscience. The number of articles yielded from each database
varied depending on the keywords used. The distribution of articles from each
database is presented in Appendix A. In addition, relevant articles suggested by
citation chasing were directly accessed through the web publication of each journal.

The search yielded 315 full-text articles relevant to recovery from severe mental
illness and recovery-oriented practices. However, to narrow the scope of the review,
inclusion and exclusion criteria as presented in Table 2.1 were initiated. This resulted
in 36 articles used for this review.
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Table 2. 1
Inclusion and exclusion criteria for selecting literature

Inclusion criteria

Exclusion criteria

Primary sources
Published during 1997-2007
Published in English
Peer-reviewed
Contexts of recovery from schizophrenia
or nursing practice regarding
recovery from schizophrenia

Abstracts, proceeding papers
Editorial
Commentary paper
Letter
Content involving dual diagnoses
Personal reflection
Book review
Anonymous work

Thirdly, the quality of 36 selected articles was appraised. This process was
challenging because there was a variety of articles in terms of methodology, which
required different criteria to evaluate their quality (Whittemore & Knafl 2005). In
this study, the quality of each selected article was evaluated using six criteria (Cote
& Turgeon 2005, Hawker et al. 2002): 1) Are research questions/objectives clearly
stated? 2) Is the research method appropriate to the research questions/objectives?
3) Is the sampling method appropriate to the research objectives and to the method?
4) Is the data analysis valid? 5) Are the main results presented clearly? 6) Are the
main results interpreted or discussed in credible and innovative ways? Using the six
criteria, all 36 were considered to be of a good quality and were used for the
literature review.

Fourthly, after an evaluation of the quality of the 36 articles, they were categorised
according to four predetermined concepts related to the questions of a literature
review. The four concepts were; the definition of recovery, the characteristics of
recovery, the factoring involved in recovery and recovery-oriented nursing practices.
The categorisation of articles is presented in Appendix B. Each article was reviewed
in order to identify the themes addressing the review questions and the conclusions
were drawn from reviewed articles. This process included extracting the main themes
from each article, grouping the themes according to the review questions, and
summarising key findings that emerged from each group of themes (Sandelowski et
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al. 2007). Data from the articles were organised and critically analysed, addressing
each review question.

Finally, the findings of the literature review were presented according to the review
questions. The presentation of this review was organised into five sections: the
definition of recovery from schizophrenia, characteristics of recovery from
schizophrenia, factors involving recovery from schizophrenia, and recovery-oriented
nursing practices for people with schizophrenia. It is followed by a critical discussion
according to the findings of the literature review.

2.3 Definition of recovery from schizophrenia
Although the promotion of recovery from mental illnesses is recognised as a key
value in most mental health services (Till 2007), there is debate about recovery in
mental health, in particular, the definition of recovery from mental illness. A review
of the literature from 1997-2007 revealed that there was an effort by mental health
professionals to understand the term recovery in mental health. As presented in
Appendix C, 22 empirical studies provided some level of the meaning of recovery
from mental illness. While the number of studies indicates an effort to understand the
term recovery, it also reveals an inconsistency in the conceptualisation and definition
of recovery.

The literature review reveals that there are two definitions of recovery from
schizophrenia, depending on perspectives used for conceptualising the term recovery.
The first definition is based on a traditional medical model and is called clinical
recovery (Davidson et al. 2005b) . This definition involves an improvement after an
episode of mental illness, including an absence of schizophrenia-related symptoms
and deficits and a return to a premorbid level of functioning (Harrow et al. 2005,
Harrow & Jobe 2007, Robinson et al. 2004, Rosen & Garety 2005, San et al. 2007).
Noticeably, this definition is explained with an emphasis on symptoms and deficits.
Several authors explain that a medical model is disease-oriented and emphasises
illness and deficits (Ahern & Fisher 2001, Andresen et al. 2003, Bellack 2006,
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Roberts & Wolfson 2004). Accordingly, clinical recovery refers to an outcome
associated with a symptom remission and a return to a former state of health.

There is an effort to make clinical recovery more objective by providing an
operational definition of recovery. The literature review identified six empirical
studies that defined recovery from schizophrenia as an outcome status after the
illness (Harrow et al. 2005, Harrow & Jobe 2007, Liberman et al. 2002, Robinson et
al. 2004, Rosen & Garety 2005, San et al. 2007). Liberman et al. (2002) suggested an
operational definition of clinical recovery and defined the term recovery from
schizophrenia as an outcome using four dimensions as presented in Table 2.2. This
definition was used in three subsequent studies (Harrow et al. 2005, Harrow & Jobe
2007, Robinson et al. 2004).

Table 2. 2
Dimensions considered in clinical recovery
Dimension

Description

Symptom remission

- Absence of psychotic symptoms both positive
and negative symptoms

Vocational functioning

- Appropriate role function and work adjustment,
- Ability to perform instrumental (or paid) work
half-time or more, or
- Ability to attend school for at least
half-time for two consecutive years

Independent living

- Performing day-to-day living tasks without
supervision, or the ability for self-support

Social

- Appropriate social interaction with peers
outside of the family

Note: Summarised from Liberman et al. (2002)
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There is a noticeable preference for researchers to use a clinical definition in
quantitative studies in order to explore the prevalence and/or to examine the
correlations of selected factors and recovery from schizophrenia. For example,
Robinson et al. (2004) used the definition as suggested by Liberman et al. (2002) to
examine the prevalence of recovery and its predictors among a group of people
diagnosed with schizophrenia related disorders. As this definition offers the
researchers a clear framework and criteria for measuring recovery, it has also been
called a scientific definition (Bellack 2006, Davidson et al. 2005b).

The second definition involves a conceptualisation of recovery from schizophrenia as
an individual striving process and for this thesis the term psychological recovery
(Andresen et al. 2003, Slade 2009) will be adopted. In contrast to a clinical
definition, the emphasis of this definition is not placed on the endpoint of symptom
reduction or deficit elimination, but on the process of integration whereby people
diagnosed with schizophrenia develop self-identity to live beyond his/her mental
illness (Andresen et al. 2003). As this definition has evolved from consumer
perspectives, Bellack (2006) described it as a consumer-driven definition.

The components of psychological recovery were described by Anthony (1993), who
argued that a person can recover from mental illness even though mental illness is
not completely cured. He also asserts that it does not mean cure and it can occur
despite a presence of psychotic symptoms. He defined what has subsequently been
termed psychological recovery from mental illness as follows:

Recovery is described as a deeply personal, unique process of changing one’s
attitudes, values, feelings, goals, skills, and/or roles. It is a way of living a satisfying,
hopeful, and contributing life even with limitations caused by illness. Recovery
involves the development of new meaning and purpose in one’s life as one grows
beyond the catastrophic effects of mental illness (Anthony 1993, p. 15).

Between 1997 and 2007, there were a number of empirical studies supporting the
conceptualisation of recovery as an individual process. As presented in Appendix D,
fourteen studies were identified in relation to an exploration of mental health clients’
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experience in the process of recovery. Although these studies used a wide range of
methodologies, their findings suggested that psychological recovery from mental
illnesses, including schizophrenia, involved a learning and striving process toward a
more meaningful and purposeful life.

Psychological recovery from schizophrenia was explained as an individual process
that people diagnosed with schizophrenia develop to overcome the difficulties of the
illness and to develop a satisfying life. Spaniol et al. (2002) used a longitudinal
qualitative study to explore the process of recovery from the perspectives of twelve
participants diagnosed with schizophrenia. They concluded that psychological
recovery was a personal process of living beyond the psychiatric disability. Within
the process of recovery, individuals learned to integrate his/her self, illness and
environment in order to achieve meaning and purpose in life. These findings are
consistent to that of study by Ridgway (2001) who explained psychological recovery
as a process moving from a sense of alienation to a sense of meaning and purpose.
Psychological recovery from schizophrenia is conceptualised as a personal striving
process, and several stage models describing the process have been developed by
several authors (Andresen et al. 2003, Spaniol et al. 2002, Young & Ensing 1999).
Typically, these stages and associated processes overlap substantially between the
models. For the purpose of this literature review, the stages in the process of
psychological recovery are integrated from relevant studies in order to illustrate the
activities that people go through a part of their recovery. Six specific stages are
identified as presented in Table 2.3
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Table 2. 3
Stages in the process of psychological recovery
Stages

Description

1) Acceptance of schizophrenia

Recognizing, understanding and accepting
schizophrenia

2) Development of hope

Developing hope to have a better future, and finding a
source of hope

3) Self-redefinition

Gaining insight about self and developing a new
identity as a person who can fight for a recovery

4) Development of
self autonomy

Developing self-determination to get better, taking
responsibility and active participation in life,
regaining independent life

5) Overcoming difficulties
and stigma

Developing one’s own way of defending his or her
self from stigma and discrimination caused by
schizophrenia

6) Reconnection with
Environment

Connecting with others for seeking help and social
support

Note: - The steps might not be in this sequence.
- Concluded from seven empirical studies (Jenkins & Carpenter-Song 2005, Jensen &
Wadkins 2007, Marin et al. 2005, Ochocka et al. 2005, Ridgway 2001, Young & Ensing
1999).

1) Acceptance of schizophrenia
The first step toward psychological recovery from schizophrenia begins with
recognising and accepting the illness. This step is important to initiate the process of
recovery. According to a grounded theory study by Young and Ensing (1999), the
process begins after an individual acknowledges and accepts his/her mental illness.
The importance of accepting mental illness is explained in a study by Ochoka et al.
(2005); that is, knowing and accepting the illness and the limitations due to the
illness can help individuals to adapt and begin the process of recovery. Therefore,
psychological recovery from schizophrenia involves a process in which individuals
diagnosed with the illness learns to understand and accept his/her illness.
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2) Development of hope
Developing hope and motivation to have a better life is a critical step in the process
of psychological recovery. Several studies suggest that hope is a critical component
in recovery from schizophrenia (Adams & Partee 1998, Kruger 2000). Without a
sense of hope, the process of recovery cannot be initiated. Ridgway (2001) has
explained that psychological recovery is the process of a reawakening of hope after a
period of despair caused by mental disability. Ochocka et al. (2005) further explain
that hope works as a driving force to move the process of recovery. Although one
may fail to maintain recovery, renewing hope is still important for reestablishing the
process of recovery.

3) Self-redefinition
To recover from schizophrenia, individuals need to reconstruct a self that makes
them feel stronger and maximize their ability to live well in the community. Young
and Ensing (1999) have explained that psychological recovery is a learning process
of gaining insight about self and illness and redefining a new self to live well in the
world. Ochoka et al. (2005) have asserted that people diagnosed with schizophrenia
can rebuild a sense of self by understanding the realities of self and the
circumstances of schizophrenia, and negotiating both realities. With a stronger sense
of self, they feel confident to take control over their life beyond psychiatric disability
(Ridgway 2001, Spaniol et al. 2002).

4) Development of self-autonomy
Psychological recovery from schizophrenia involves the process of developing selfautonomy and active participation, which are recognised as critical factors in the
process of recovery (Marin et al. 2005, Ochocka et al. 2005, Smith 2000). To
achieve recovery, individuals have to change their attitudes and habits from passive
to active participation for their own well-being (Marin et al. 2005). Ochocka et al.
(2005) have argued that accepting the situation of mental illness is not enough to
move the process of recovery forward. Individuals in psychological recovery need to
manage or take control of several aspects of life, such as their living situations, sense
of self, mental illness, and employment. The strategy of active participation can help
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them to negotiate their sense of self and their external circumstances for achieving
their recovery.

5) Overcoming difficulties and stigma
People diagnosed with schizophrenia have suffered not only from psychiatric
disabilities, but also from stigma and discrimination (Davidson et al. 2005a, Ertugrul
& Ulug 2004). People living with schizophrenia often have a burden of stigma and
difficulties due to mental illness, such as a lack of support, unemployment, and social
exclusion (Ochocka et al. 2005, Smith 2000). Thus, psychological recovery from
schizophrenia includes the process of overcoming disadvantages caused by the
illness, such as unemployment and social exclusion, which are reported as barriers to
a recovery (Davidson et al. 2005a, Jensen & Wadkins 2007).

6) Reconnection with the environment
The process of reconnecting with the environment is an important part in the process
of psychological recovery. This is because people diagnosed with schizophrenia
often feel lonely and need help from others (Davidson et al. 2005a). To recover from
schizophrenia, they have to extend a series of reconnections with others when
seeking help and social support (Forchuk et al. 2003a, Kilbride & Pitt 2006, Mancini
2007). Ochocka et al. (2005) have emphasised the process of reconnecting with the
environment in a spiral model of psychological recovery, and argue that individuals
in recovery have to reconnect and negotiate their place within the environment in
order to facilitate their recovery.

In summary, there is a debate about the definition of recovery from schizophrenia.
From this literature review, there are two different definitions of recovery: a clinical
definition and a psychological definition. The clinical definition of recovery explains
the term in relation to a symptom remission and a return of functioning, while the
psychological definition explains it as a personal striving process to have a more
meaningful and purposeful life. There is likelihood that the former definition is
preferable in quantitative studies because it is relatively highly operationalised and
measurable. Meanwhile, with regards the psychological recovery, there has been an

20

increase in empirical research to explain the process of psychological recovery in
particular contexts.

2.4 Characteristics of recovery from schizophrenia
There has been an effort to identify the characteristics of recovery from
schizophrenia, but because there are two definitions of recovery that explain
recovery from schizophrenia in different ways, it is sometimes difficult to identify
what characterises recovery. For example, characteristics of recovery based on a
clinical definition are simply explained by symptom and functional improvement,
whereas psychological recovery is determined by behavioural and psychological
changes to achieve the goals of recovery. Therefore, criteria used to consider
recovery from schizophrenia can reflect the way the term recovery is conceptualised.

This literature review identified a wide range of characteristics of recovery from
schizophrenia. As presented in Table 2.4, example characteristics obtained from the
literature review can be categorised into two groups: objective and subjective
characteristics. This categorisation is determined by the emphasis on either the
process or the outcome of recovery from schizophrenia (Liberman & Kopelowicz
2002). Objective indicators of recovery involve attributes gained from the process of
recovery, while subjective indicators reflect the processes developed in each stage in
the process of psychological recovery.
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Table 2. 4
Example characteristics of recovery from schizophrenia

Characteristics

Outcome goal

Example of measurement

Continuing symptom relief

Mental stability

The Schedule for Affective Disorders and Schizophrenia (SADS) (Robinson et al. 2004)

Independent living

Ability of daily living skills

The Global Assessment of Functioning (Whitehorn et al. 2002)

Role function

Age-appropriate roles

The Social Adjustment Scale II (SAS) (Robinson et al. 2004)

Social interaction

Social skills

The Social Adjustment Scale II (SAS) (Robinson et al. 2004)

Understanding the illness

Illness acceptance

The Psychosis Recovery Inventory (PSI) (Chen et al. 2005)

Developing hope

Hope for recovery

The Stage of Recovery Instrument (STORI) (Andresen et al. 2006)

Redefining self-identity

Stronger sense of self

The Empowerment Scale (Corrigan et al. 1999, Rogers et al. 1997)

Developing meaning in life

Meaningful life

The Stage of Recovery Instrument (STORI) (Andresen et al. 2006)

Taking responsibility

Active participation

The Stage of Recovery Instrument (STORI) (Andresen et al. 2006)

Reconnecting with others

Social support

The Stein and colleagues’ Social Network Scale (SNS) (Corrigan & Phelan 2004)

Overcoming stigma

Low level of stigma

The Internalized Stigma of Mental Illness (ISMI) Scale (Ritsher et al. 2003)

Objective Indicators

Subjective Indicators
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From a clinical definition, recovery from schizophrenia is marked by objective
characteristics. The literature review identified four main objective indicators of
clinical recovery from schizophrenia: symptom remission, independent living,
normative level of role function, and appropriate social interaction. These criteria are
identified from six studies (Harrow et al. 2005, Harrow & Jobe 2007, Liberman et al.
2002, Robinson et al. 2004, San et al. 2007, Whitehorn et al. 2002). As the six
studies used an operationally clinical definition of recovery, clear and measurable
criteria for clinical recovery were developed. For example, one of the criteria for
recovery from schizophrenia is symptom remission, which is defined as an
improvement of mental status, measured by instruments such as the Brief Psychiatric
Ratings Scale (Liberman et al. 2002), or the Positive and Negative Syndrome Scale
(PANSS) (Whitehorn et al. 2002). Therefore, outcome criteria are relatively clear
and operational.

In contrast, psychological recovery from schizophrenia is characterised by more
subjective indicators. As presented in Table 2.4, there is a wide range of subjective
indicators of psychological recovery, such as understanding the illness, developing
hope, redefining self-identify, and taking responsibility. These indicators have
evolved from the subjective experience of mental health clients about their recovery.
Liberman and Kopelowicz (2005) have argued that subjective characteristics may not
be associated with a desirable outcome of clinical recovery; however, they can move
the process of personal recovery forward.

Subjective characteristics of psychological recovery from schizophrenia are
explained in several qualitative studies. For example, Young and Ensing (1999) used
a grounded theory method to explore the experience of recovery among a group of
eighteen people who recovered from severe mental illness. The findings revealed
several steps throughout three stages of psychological recovery, such as
acknowledging and accepting the illness, redefining the sense of self, taking
responsibility for one’s own recovery, and connecting with others. This is supported
by an ethnographic study by Jenkins and Carpenter-Song (2005). Their findings
suggested psychological recovery from schizophrenia was marked by accepting the
illness, renewing self-identity, and connecting with others. Both studies indicate that

23

although subjective indicators of psychological recovery from schizophrenia are not
related to symptom remission and functional improvement, these are obtained and
described by mental health clients.

There has been an effort to develop an instrument to measure psychological recovery
from schizophrenia. For example, Andresen et al. (2006) developed the Stage of
Recovery Instrument (STORI). This measure evolved from the findings of several
studies relevant to psychological recovery from severe mental illness. It consists of
four key components of recovery: finding and maintaining hope, re-establishing
identity, finding meaning in life, and taking responsibility for recovery. In addition, it
provides a conceptual pathway or progress stages for each component, including
moratorium, awareness, preparation, rebuilding, and growth. Accordingly, the
components of recovery and the degree of achievement are identified, which makes
the measure more applicable to psychological recovery from schizophrenia in terms
of process and outcome.

In summary, recovery from schizophrenia is characterised by two groups of
indicators: objective and subjective characteristics. The categorisation of the two
groups is based on the way the term recovery is conceptualised. Clinical recovery
from schizophrenia is characterised by objective indicators including symptom
remission, autonomous living, and a return to social and occupational life.
Meanwhile, psychological recovery is marked by subjective characteristics
emphasising several steps, such as; finding hope, renewing self-identity, developing
meaning in life, and taking responsibility for recovery. This literature review
suggests that determining recovery by objective characteristics only may not be
applicable for those who fail to achieve a clinical recovery, or have a satisfying life
despite a presence of psychiatric symptoms. Therefore, for person-centered services,
subjective indicators are more appropriate for determining recovery from
schizophrenia.
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2.5 Factors influencing recovery from schizophrenia
To help individuals recover from schizophrenia, the factors influencing recovery
have been studied. The literature review identified six studies exploring the factors of
both clinical and psychological recovery from schizophrenia, including three
quantitative studies (Hoffmann & Kupper 2002, Resnick et al. 2004, Rosen & Garety
2005), and three qualitative studies (Jensen & Wadkins 2007, Smith 2000, Tooth et
al. 2003). While the quantitative studies emphasises clinical recovery, the qualitative
studies are associated with psychological recovery. From the six studies, it has been
concluded that there are twenty-one factors, which influence or predict recovery
from schizophrenia. Theses factors are categorised into five groups: 1) sociodemographic factors, 2) disorder-related factors, 3) treatment-related factors,
4) psychological factors, and 5) contextual factors. The factors involving recovery
from schizophrenia are summarised in Table 2.5 and are explained in the following
section.

1) Socio-demographic factors
Socio-demographic factors including gender, marital status, education, and
employment, are reported as the factors involved in clinical recovery from
schizophrenia. This can be understood through the findings of a retrospective study
of 436 people diagnosed with a schizophrenia disorder by Rosen and Garety (2005).
The findings revealed that gender, marital status, educational attainment, and
employment were reported as predicting factors of clinical recovery from
schizophrenia. The findings suggest that people who are highly educated, married or
employed tend to recover from the illness better than those with lower educational
qualification, unmarried or divorced, or unemployed. However, these four personal
factors are considered premorbid factors; therefore, their impact as a predictor of
recovery from schizophrenia requires consideration of other psychological factors.
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Table 2. 5
Factors influencing recovery from schizophrenia obtained from six studies

Factors

Hoffman
et al.
(2002)

Jensen
et al.
(2007)

Resnick
et al.
(2004)

Rosen
et al.
(2005)

Smith
(2000)

Tooth
et al.
(2003)

Socio-demographic factors
X
X
X
X

Gender
Marital status
Education
Employment
Psychological factors
Good cognition
Empowerment
Hope
Illness acceptance
Taking responsibilities
Spiritual belief

X
X
X

X

X
X

X

X
X
X
X

Disorder-related factors
Duration of
untreated psychosis
Deficit symptoms

X
X

X

X

X

Treatment-related factors
Adherence to treatment
Negative impacts of professionals
Accessibility to MH services
Right medication

X
X
X

X
X
X
X

X
X

X

Contextual factors
Supportive persons
Meaningful activities
Stigma
Financial support
Life pressure

X
X

X
X
X
X

X
X
X
X
X

X
X

2) Psychological factors
In addition to socio-demographic factors, some psychological factors have an impact
on recovery from schizophrenia. The review of five studies (Hoffmann & Kupper
2002, Jensen & Wadkins 2007, Rosen & Garety 2005, Smith 2000, Tooth et al.
2003) identified six psychological factors: illness acceptance, hope, empowerment,
good cognition, taking responsibility, and spiritual belief. Studies by Jensen and
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Wadkins (2007) and Tooth et al. (2003) identified understanding and accepting
illness as a factor that initiated the process of psychological recovery. Meanwhile,
hope and empowerment are critical factors suggested by three studies (Hoffmann &
Kupper 2002, Smith 2000, Tooth et al. 2003). In addition, taking responsibility and
spiritual belief were identified by Tooth et al. (2003). Consequently, the
psychological factors are considered mediating factors that makes the process of
psychological recovery vary from person to person.

3) Disorder-related factors
Apart from personal factors, the progress of recovery from schizophrenia is
influenced by two disorder-related factors: duration of untreated psychosis and an
absence of clinical symptoms. The study by Rosen and Garety (2005) revealed that a
short duration of untreated psychosis was a good predictor of clinical recovery from
schizophrenia. Meanwhile, deficit symptoms were reported as barriers to recovery
from schizophrenia, such as depression (Resnick et al. 2004), negative symptoms
(Hoffmann & Kupper 2002), and persistent symptoms (Smith 2000). A comparative
study by (Hoffmann & Kupper 2002) indicates that people with few negative
symptoms such as limited emotional expression and social withdrawal, tend to have
significantly slower clinical recovery from their mental illness. Therefore, although
individuals diagnosed with schizophrenia need facilitating factors for his/her
recovery, their deficit symptoms can limit the process of recovery.

4) Treatment-related factors
The progress of recovery from schizophrenia is affected by some factors related to
treatment. The review of four studies identified four treatment-related factors:
adherence to treatment, collaborative therapy, accessibility to mental health services,
and side effects of medication (Jensen & Wadkins 2007, Resnick et al. 2004, Smith
2000, Tooth et al. 2003). In an exploratory study by Resnick et al. (2004), it was
suggested that individuals who accessed and engaged in ongoing mental health
services tended to recover from schizophrenia better than those with less accessibility
and engagement. Meanwhile, those suffering from unwanted side effects of
medication tended to have poor recovery. In addition, qualitative studies by Jensen
and Wadkins (2007) and Tooth et al. (2003) identified appropriately prescribed
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medication as facilitators of recovery. Meanwhile, negative aspects of health
professionals such as focusing on psychiatric symptoms and pharmacological
interventions rather than addressing the client’s needs were reported as barriers to
recovery. The literature review suggests that accessibility to and ongoing
engagement with mental health services is important to promote recovery from
schizophrenia.

5) Contextual factors
Recovery from schizophrenia is not achieved without support from family and
community. The review of five studies identified five contextual factors: supportive
family, meaningful activity, financial support, stigma, and life pressures (Hoffmann
& Kupper 2002, Jensen & Wadkins 2007, Resnick et al. 2004, Smith 2000, Tooth et
al. 2003). A qualitative study by Smith (2000) identified supportive family,
meaningful activity, and financial support as facilitators of recovery, while stigma
and life pressures presented barriers. These findings are supported by several studies
(Hoffmann & Kupper 2002, Rosen & Garety 2005, Tooth et al. 2003). Meanwhile,
stigma as a barrier to psychological recovery was identified in two studies by Smith
(2000) and Tooth et al. (2003). Therefore, individuals can develop their recovery
better within a supportive family and community than do those with less support.

In summary, the review of six empirical studies identified a wide range of factors
influencing clinical and psychological recovery from schizophrenia. Although
recovery can be predicted by some premorbid factors, it is affected by personal
learning and adaptive processes. In addition, it requires ongoing support from mental
health services, family, and community. This literature review suggests that to
achieve psychological recovery from schizophrenia, individuals need to develop
hope for a better future, together with empowerment, and self-determination, which
are important for redefining one’s self with an integration of his or her self and the
illness. Furthermore, they need to develop good relationships with others so that they
can get support that facilitates the process of recovery.
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2.6 Recovery-oriented nursing practice for people with schizophrenia
Mental health nursing is important for people with schizophrenia because it can help
them to develop both clinical and psychological recovery. Mueser et al. (2006) have
stated that mental health clients need help from health professionals in their recovery
process. This statement reflects the importance of mental health nurses as supportive
persons, who help mental health clients recover from schizophrenia. Within the
mental health system, nurses comprise the largest proportion of mental health
workers (Cleary et al. 2006, Connor 1999), and they deliver most mental health
services. Therefore, they have a critical role in supporting clients in the process of
recovery from schizophrenia.
Although recovery from mental illness involves both clinical and psychological
recovery, the promotion of psychological recovery is not generally integrated into
mental health nursing. The scope of mental health nursing emphasises managing
mental health clients and enhancing treatment adherence for symptom remission and
the prevention of relapse rather than developing personal growth and promoting
psychological well-being. This can be understood by studies exploring the role of
mental health nurses in clinical and community settings (Cowman et al. 2001,
McCardle et al. 2007). As presented in Table 2.6, the main roles of mental health
nurses are psychiatric assessment and medication management. Interestingly,
McCardle et al. (2007, p. 185) have explained that some mental health nurses
claimed the use of a psycho-pharmacy-social approach for their nursing; however,
the formal use of psychosocial intervention scarcely occurred. This indicates that the
day-to-day implementation of mental heath nursing may not be recovery-oriented.

Despite a great acceptance of a recovery model (Anthony 1993), mental health
nursing is disease-oriented rather than recovery-oriented. Traditionally, mental health
nursing has been under the dominance of a biomedical model. As presented in Table
2.6, the roles of mental health nurses, such as planning nursing care and medication
management, reflect the influence of a biomedical model. Shanley et al. (2003) have
explained that in a nursing process, nurses are required to assess the client’s
problems and prescribe a series of nursing interventions to address the client’s
problems and needs. This indicates that mental health nursing is disease-oriented.
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Table 2. 6
Roles of mental health nurses: Examples of two selected studies
Clinical setting 1

Community setting 2

1. Assessment of client’s need and

1. Assessment of client’s condition

evaluation of care

and progress

2. Planning nursing care

2. Medication management

3. Nurse/patient caring interactions

3. Health promotion

4. Medication management

4. Client support

5. Education (teaching and

5. Family support

learning)
6. Collaboration with other
professionals
Note: Roles related to therapeutic purpose are presented only.
1 Cowman, Farrelly, and Gilheany (2001)
2 McCardle, Parahoo, and McKenna (2007)

Nursing process is the core process of nursing care that nurses systematically
develop for delivering nursing practices. This process involves five steps;
1) assessing the client’s heath problem, 2) determining nursing diagnosis, 3) planning
nursing interventions, 4) implementing nursing intervention, and 5) evaluating
outcomes (Hayrinen et al. 2010). To formulate nursing diagnoses, nurses need to
identify or assess the client’s health problems (Hogston 1997, Thoroddsen &
Thorsteinsson 2002). Then, nursing interventions will be planned to address
identified needs and problems according to nursing diagnoses. Unfortunately, signs
and symptoms rather than the client’s experience of distress are always stated in
nursing diagnoses (Crown 2006, Thoroddsen & Thorsteinsson 2002). Therefore, a
focus on signs and symptoms as a basis of nursing diagnosis and nursing process
makes mental health nursing practices disease-oriented as stated by Shanley et al.
(2003).
However, there has been an effort to develop recovery-oriented nursing practices.
Recently, Shanley and Jubb-Shanley (2007) have introduced the recovery alliance
theory of mental health nursing. This theory has been developed from the principles
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of human rights, the concept of recovery, and mental health nursing. Underpinning
the theory, there are six constructs as presented in Table 2.7.

Table 2. 7
Six constructs underpinning the Recovery Alliance Theory
Constructs

Description

Human philosophy

This component is related to a belief that individuals have
personal ability and potential for growth, and that nursing care
should start from the mental health concerns of the service
users.

Common humanity

There is a need of mental health nurses and service users to
develop a deeper understanding of each other.

Recovery

Mental health professionals need to believe, and help clients
have hope, that recovery is possible.

Partnership relation

Recovery can develop well within the partnership between
mental health nurses and clients.

Strengths focus

There is an emphasis on the client’s ability and strengths rather
than illness and disabilities. Mental health nurses need to accept
that the service users can develop their recovery by their own
way.

Empowerment

Mental heath professionals should empower clients to develop
an active participation in the decision making process related to
their care.
Note: From Shanley and Jubb-Shanley (2007)

Shanley and Jubb-Shanley (2007) have explained that mental health nurses can
promote the client’s wellness and psychological recovery in several ways, such as
recognising the client’s strength, promoting the experience of hope, empowerment,
and connection, and helping clients to use their skills to cope with their mental health
concerns. This suggests that recovery-oriented nursing practice is associated with
promoting personal strength, hope and empowerment, as well as facilitating
individuals to take responsibilities for their own recovery.

Although the scope of recovery-oriented nursing practices is not clearly evident,
nursing interventions to promote psychological recovery from mental illness have
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been studied. The literature review identified fourteen studies that explored recoveryoriented nursing intervention as presented in Appendix E. Noticeably, all studies
employed a wide range of qualitative methods, such as grounded theory (Dearing
2004, Kayama et al. 2001, McCann 2002, McCann & Clark 2003,2004),
phenomenological methods, (Anthony & Crawford 2000, Horberg et al. 2004, O'
Brien 2000 2001), ethnographical methods (Lloyd 2007), and unclassified qualitative
methods (Borg & Kristiansen 2004, Darlington & Bland 1999, Happell et al. 2002,
Kirkpatrick et al. 2001). This indicates an effort by nurse researchers to identify
strategies that mental health nurses use to promote psychological recovery from
schizophrenia.

Mental health nurses can promote psychological recovery from schizophrenia by
utilising nursing interventions to support key elements of psychological recovery
from mental illness, such as mutual relationship, hope, empowerment, selfdetermination, active participation in mental health services, and accessibility to
mental health services. These elements are suggested as critical facilitators of
psychological recovery as previously explained. The review of fourteen qualitative
studies revealed that, as presented in Appendix E, there were six nursing strategies to
promote psychological recovery. Each strategy is explained as follows.

1) Developing helping relationship
To promote psychological recovery from schizophrenia, mental health nurses need to
develop a helping relationship. The nurse-client relationship is not only central to
mental health nursing but also a facilitator of recovery (Hoffmann & Kupper 2002,
Jensen & Wadkins 2007, Smith 2000, Tooth et al. 2003). The characteristics of
helping relationship in the process of recovery can be understood by the findings of
three studies (Borg & Kristiansen 2004, Horberg et al. 2004, O' Brien 2001). These
studies reveal that there are several elements in a helping relationship, including
friendship, empathy, genuineness, respect, trust, security, non-judgemental,
collaboration, support, and availability. According to the findings of the studies,
nurses can develop helping relationship in several ways, such as being available for
clients, demonstrating empathy, trust, and respect, supporting them in their recovery,
and helping them gain strength and personal growth.
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2) Enhancing the client’s empowerment
To promote psychological recovery and to experience a meaningful life, mental
health nurses need to develop the client’s empowerment. When people become
empowered they can manage their lives and actively participate in mental health
services (Lloyd 2007). The literature review identified two qualitative studies that
explain how mental health nurses empower their clients (Kayama et al. 2001, Lloyd
2007). Both studies suggest that mental health nurses can develop the client’s
empowerment by: 1) establishing a helping relationship, 2) treating their client as
a person not a patient, 3) encouraging clients to seek help from others, 4) being
concerned about the client’s needs, 5) encouraging clients to take responsibility for
themselves, and 6) working collaboratively with the client’s family and other
professionals.

3) Enhancing the client’s self-determination
To move the process of psychological recovery forward, nurses need to encourage
clients to develop self-determination (Ochocka et al. 2005). McCann and Clark
(2004) explain that self-determination in mental health care is the way that
individuals are involved in any decision related to health services for the purpose of
recovery and well-being. Despite the difficulty in promoting self-determination
among people with mental illness because of the nature of the illness, there is an
effort by community mental health nurses to enhance self-determination. McCann
and Clark (2004) employed a grounded theory method to explore how community
mental health nurses promote self-determination among a group of young adults with
schizophrenia. The study suggests that nurses can promote the client’s selfdetermination by educating clients to improve their knowledge, attitudes and
behaviours regarding the promotion of wellness, as well as fostering the self-control
over his or her life for the purpose of wellness.

In addition, mental health nurses can promote the client’s self-determination by
encouraging clients to be involved in planning their nursing care. Clients should be
recognised as a partner in nursing practices (Shanley et al. 2003) because they are
experts on their needs, strengths and illness (Kilbride & Pitt 2006, Smith &
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Bartholomew 2006). Although the ability of people diagnosed with schizophrenia
may be limited by their persistent symptoms, involvement in nursing care planning
should be promoted. According to a study by Anthony and Crawford (2000), mental
health nurses can promote client involvement by providing sufficient information
and choices for clients and encouraging them to work collaboratively in nursing care
delivery. For example, nurses should use the expressed needs of clients to develop an
individual care plan and find agreement with them about a care plan for them.

4) Inspiring and maintaining the client’s hope
Mental health nurses should help clients to find and maintain hope for a better life
because hope is a critical factor for developing both psychological recovery from
schizophrenia and personal growth (Kilbride & Pitt 2006). It works as a driving force
toward the process of psychological recovery (Ochocka et al. 2005); while Ridgway
(2001) identifies it as an indicator of psychological recovery. This literature review
identified three qualitative studies related to the roles of nurses to foster the client’s
hope for recovery (Darlington & Bland 1999, Kirkpatrick et al. 2001, McCann
2002). The findings of the three studies concluded that mental health nurses can
develop the client’s hope by; 1) demonstrating hope for a better life, 2) helping
clients to identify a meaning in their life, 3) encouraging them to take responsibility
for their life, and 4) promoting their experience of success.

5) Enhancing adherence to treatment and medication
Mental health nurses are significant people who enhance the client’s adherence to
treatment including medication because they spend more time with clients than other
professionals (Maneesakorn et al. 2007). Two studies specifically exploring nursing
practices in relation to the promotion of treatment adherence were identified
(Dearing 2004, Happell et al. 2002). Dearing (2004) used a grounded theory to
explore the nurse-client relationship for enhancing the client’s treatment compliance,
among 5 mental health nurses and 15 mental health clients. The findings revealed
that the nurse-client relationship is an important tool to promote a treatment
adherence. The study suggests that nurses should use the relationship to seek
understanding about the client’s problems and needs in relation to a treatment plan.
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In addition, assisting clients to incorporate treatment-related tasks into their daily
living activities is important in improving their attitudes towards treatment. Finally,
nurses should acknowledge the progress or improvement outcomes in order to
reinforce clients to adhere to treatment.

Regarding medication adherence, the roles of mental health nurses in promoting the
client’s adherence to medication is explained in a qualitative exploratory study by
Happell et al. (2002). The study was undertaken with four focus groups comprising
22 mental health nurses from three inpatient settings. The findings revealed several
main roles of mental health nurses to enhance medication adherence, such as giving
education, supporting clients and family, and working collaboratively with other
health professionals. The authors highlight the nurse’s roles in improving the
understanding of mental health clients about medication and assisting them to
integrate a medication regime within daily living, which are important for enhancing
medication adherence.

6) Enhancing accessibility to mental health services
With the roles of mental health nurses shifting from hospital to community settings
(Fung & Fry 1999), mental health nurses play a key role in helping people diagnosed
with schizophrenia gain access to mental health services. The study by McCann and
Clark (2003) identified that the nurses used three strategies to promote the
accessibility to mental health services: 1) promoting favourable experiences of
mental health services, 2) using technology to promote accessibility to the services,
and 3) providing the services available at any time. This study suggests that with a
good nurse-client relationship, mental health nurses can improve the accessibility to
mental health services.

In summary, mental health nurses are recognised as key persons, who facilitate
clinical and psychological recovery from schizophrenia. Although mental health
nursing has been traditionally under the dominance of a biomedical model, the roles
of mental health nurses in relation to a recovery model have been continuously
explored. From a review of literature during 1997 to 2007, there were fourteen
studies identifying the role of mental health nurses in promoting psychological
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recovery from schizophrenia. The findings of these empirical studies suggested six
nursing strategies that nurses can use to promote psychological recovery from
schizophrenia. These include; 1) developing helping relationships, 2) empowering
clients, 3) promoting the client’s self-determination, 4) fostering and maintaining
the client’s hope, 5) enhancing the client’s compliance to treatment, and
6) promoting the accessibility to mental health services. This literature review
suggests that although mental health nursing has been developed from the principles
of nursing science and mental health, it would be more effective if it were recoveryoriented.

2.7 Discussion of the findings of the literature review
This literature review summarises what is known about the concept of recovery from
schizophrenia as well as recovery-oriented nursing practices for people with
schizophrenia. It involves a review of 36 articles during the period of 1997 to 2007
and all the literature were selected with inclusion and exclusion criteria in order to
address the review questions. The distribution of the articles published each year
indicates that there is a growth of literature researching the concept of recovery. To
illustrate, 29 of the 36 articles (62.07%) were published between 2004 and 2007,
suggesting a growing interest in the concept of recovery in recent years. It could be
that debate of clinical and psychological recovery from schizophrenia has attracted
and convinced many researchers to provide empirical evidence around this concept.
Accordingly, the number of studies around the concept of psychological recovery is
increasing considerably, especially studies using qualitative methods to seek
understanding of recovery from the subjective experience of mental health clients.

In contrast, research evidence related to recovery-oriented nursing practices was
relatively rare. During the period of 2005 to 2007, there is only one study by Lloyd
(2007) that reports nursing practices promoting empowerment among persons
diagnosed with schizophrenia. This indicates the difficulty in incorporating a
recovery philosophy into mental health nursing. Meehan et al. (2008) argue that a
recovery model has been described as a value amongst mental health services, but
guidelines of how to implement recovery-oriented mental health services are under
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developed. Although there are studies exploring personal perceptions of
psychological recovery from mental illness, the studies do not offer an explanation of
the nurse’s roles to promote recovery (Repper 2000). This literature review
highlights the need to develop recovery-oriented nursing practices.
This literature review reports that the definition of recovery from schizophrenia and
its characteristics is differently described depending on the perspective used for its
conceptualisation. Two perspectives are identified as the approaches underpinning
the concept of recovery: a clinical model and a recovery model. A clinical recovery
refers to symptom and functional improvement, while a psychological recovery
involves a personal striving process to have a meaningful and purposeful life
(Andresen et al. 2003, Bellack 2006, Slade 2009). Noticeably, the former model
considers recovery as a state, while the latter model considers it as a process.
However, many authors assert that the concept of recovery should not be restricted to
clinical recovery, but should expand to psychological recovery, because a healthy
state includes much more than symptom remission (Crowe et al. 2006, McAllister &
Walsh 2003).
It is likely that recovery based on a clinical definition is preferred among researchers
of quantitative studies because this definition offers an operational definition and
clear criteria of recovery (Bellack 2006, Liberman et al. 2002). In a study by Harrow
et al. (2005), for example, clinical recovery from schizophrenia is operationally
defined as an outcome status indicated by three criteria; 1) the absence of major
symptoms, 2) adequate psychosocial functioning, and 3) no psychiatric
hospitalisation. Bellack (2006) states that clinical recovery is more scientific than
psychological recovery because it is operational and measurable. With a clinical
definition, the prevalence of recovery can be recorded and an accomplishment of the
treatment for schizophrenia can be remarked. Accordingly, there is a preference for a
clinical definition among clinicians and quantitative researchers.
It is noteworthy that recovery is a multidimensional concept. The review of several
qualitative studies reveals that the term recovery is explained in different ways. For
example, Dorrer and Schinkel (2008) have explained it as a liberating concept
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offering an optimistic view of life, while Belleck (2006) has explained it in relation
to a consumer-rights concept. Differences in the description of recovery apparently
reflect the multidimensional concept of recovery as asserted by several authors
(Gillam 2006, Provencher 2007, Roberts & Wolfson 2004).
Although it has been suggested that mental health nurses change their roles to be
recovery-oriented (Forchuk et al. 2003b, McPherson 2006), the roles of nurses have
not significantly changed (Harrison et al. 2008, Repper 2000). That is, the nurses’
roles still focus heavily on symptom stabilisation rather than promoting the client’s
psychological recovery. Arguably, there are some constraints for mental health
nurses to incorporate a recovery model into their practices because nursing practices
are framed by organisational policy and management (Rydon 2005, Scott & Pollock
2008). With the policy of a minimisation of the client’s hospitalisation, nursing
practices, especially inpatient care, are delivered for the purpose of symptom
stabilisation rather than promoting psychological recovery (Higgins et al. 1999,
McCabe & Grover 1999). In addition, the dominance of a biomedical model on
nursing practices is another barrier to the adoption of a recovery model into nursing
practice (Rydon 2005, Shanley et al. 2003).
This review of the literature indicates that many gaps exist in the knowledge
surrounding the concept of psychological recovery as well as mental health nursing
practice based on a recovery philosophy. The review offers three significant
recommendations for the future research.
Firstly, the perceptions of nurses about psychological recovery from schizophrenia
should be explored. As previously stated, the concept of psychological recovery had
gained a wide acceptance among mental health professionals, yet it seems to be
relatively new among mental health nurses. From this literature review, there is no
study explaining how the nurses understand this concept. Nurses’ knowledge of and
attitudes toward this concept should be of concern because it has a great influence on
their nursing practices (Evans & Donnelly 2006). Clement (1997) has suggested that
mental health nurses need to review their knowledge, attitudes and skills to manage
care under the recovery-oriented mental health system. Accordingly, it is important
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to study the nurse’s perceptions regarding psychological recovery from mental
illness.
Secondly, the role of mental health nurses in helping individuals to achieve
psychological recovery from schizophrenia should be investigated. Although it is
suggested that mental health nurses play key roles in promoting recovery, the scope
of mental health nursing in relation to promoting psychological recovery from
schizophrenia is not explicitly explored. This literature review revealed that the
evidence explaining the role of mental health nurses in helping people recover from
schizophrenia was rare. Although studies of the subjective experiences of mental
health clients about their recovery are prevalent, the studies fail to address the role of
mental health nurses in helping them recover from schizophrenia. In addition, all the
evidence found in the review involved studies focusing on particular roles of mental
health nurses such as promoting treatment adherence, enhancing empowerment, and
inspiring hope. Therefore, the scope of mental health nursing to promote
psychological recovery should be articulated.
Finally, the concept of psychological recovery in mental health should be studied in
countries other than Western or developed countries. From this review, most of the
studies relevant to psychological recovery and a recovery philosophy originated in
developed countries such as the United States of America, the United Kingdom,
Australia and Canada. However, Anthony et al. (2003) have made a suggestion to
test the applicability of recovery-oriented interventions in various cultural and
contextual conditions. Therefore, evidence associated with psychological recovery
should be provided in countries other than developed countries.
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2.8 Conclusion
This chapter provides an overall picture of the research literature on the concept of
recovery from schizophrenia and nursing practices that promote psychological
recovery from schizophrenia. It outlines the approach of the literature review, an
integrative review, in order to inform how a review of the literature was developed.
This review utilised a five-step process, including 1) formulating four questions
guiding the review, 2) searching and obtaining literature relevant to the review,
3) evaluating the quality of the literature obtained, 4) categorising the literature
according to the questions of the review, and 5) presenting the findings of the
literature review.
An integrative review of the literature suggested that the concept of recovery from
schizophrenia is in debate. It has been defined in two different ways, depending on
the perspectives used for conceptualisation. The first definition of recovery is based
on a traditional medical model, which describes recovery as a return to a premorbid
state of health. This definition involves clinical and functional improvement. The
second definition is supported by a recovery model, which defines recovery as a
personal process to regain a meaningful life beyond the limitations caused by the
mental illness. The debate over the definition of recovery reflects a multidimensional
concept of recovery.
Regarding nursing practices to promote psychological recovery, there is no
consensus about recovery-oriented nursing practices. A review of the literature
identified six nursing strategies to promote recovery from schizophrenia:
1) developing helpful relationships, 2) enhancing the individual’s empowerment,
3) promoting individual’s self-determination, 4) inspiring hope for recovery,
5) enhancing adherence to treatment, and 6) improving accessibility to mental health
services. The literature review suggested that mental health nurses should shift the
approach of nursing practices from an illness-base approach to a recovery-oriented
approach.
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In addition, this chapter provides the discussion associated with a methodological
approach of the literature review, the findings of the review, and identified the gaps
offered for the study project. The findings of the review may be limited by the
exclusion of the grey literature and non-English literature. However, the review
identified two main gaps that guided the present research project, including; 1) a lack
of evidence to show how mental health nurses understand and promote psychological
recovery from schizophrenia, and 2) the need to seek an understanding of the concept
of psychological recovery in the countries other than developed countries.
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CHAPTER 3
METHODOLOGY
3.1 Introduction
This study was designed as a mixed-methods study. It involved a sequential mixedmethods approach, in which both qualitative and quantitative data collection and
analysis techniques were chronologically undertaken (Driscoll et al. 2007, Sale et al.
2002). The study began with a descriptive qualitative study, and was followed by a
cross-sectional survey. Finally, a mixed-methods analysis was undertaken according
to the research questions, in order to form the conclusions of the study.

This chapter explains the approach and methodology used in the study. The chapter
has been organised into five parts. The first section involves an explanation of a
research paradigm and the rationale for selecting a mixed-methods approach as a
research method for the present study. In the second and the third sections, the
methodology of a descriptive qualitative study and a cross-sectional study are
explained; including the study’s objectives, sampling method and subjects, the
study’s instruments, the procedures of data collection, and data analysis. The fourth
section explains how the findings of the qualitative and quantitative studies were
combined. Finally, the rigour of a mixed-methods study is explained and strategies to
improve the trustworthiness of the study are described.

3.2 Paradigm of a mixed-methods research
3.2.1 Mixed-methods approach
Mixed-methods research is a research approach in which there is a combination of
qualitative and quantitative research approaches in a single study in order to obtain a
breadth and depth of understanding about the area of investigation as well as
corroboration of the findings (Creswell et al. 2006, Foss & Ellefsen 2002, Johnson et
al. 2007, Sandelowski 2000a). In a mixed-methods study, qualitative and quantitative
research techniques, such as data collection and data analysis, are used (Driscoll et
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al. 2007, Sale et al. 2002). This provides the strengths of both qualitative and
quantitative research and simultaneously addresses the weaknesses of both (Driscoll
et al. 2007, Johnson & Onwuegbuzie 2004, Sandelowski 2000a).

There has been an increase in the use of mixed-methods research approaches in the
mental health area because the combination of both quantitative and qualitative data
yield more comprehensive analysis (Creswell et al. 2004). For example, Benoit et al
(2007) used a longitudinal mixed-methods study to seek understanding of the social
context of postpartum depression. A group of women were interviewed three times:
during the third trimester of their pregnancy (n = 93), at 4-6 weeks postpartum
(n = 89), and at 4-6 months postpartum period (n = 83). In addition, they were asked
to complete the Beck Depression Inventory at all three stages of the interviews. The
findings of a quantitative analysis revealed that there was a correlation between
satisfaction with birth experience and depression at 3-4 weeks postpartum; while a
qualitative data analysis identified two main sources of dissatisfaction: disruption of
birth plans and inadequate support from maternity providers. This study
demonstrates how the use of mixed-methods can provide a more comprehensive
understanding about the social context of postpartum depression than the use of
either a qualitative or quantitative study alone.

A mixed-methods approach is developed from the fact that neither a quantitative nor
qualitative method is sufficient to capture the details of a studied situation (Ivankova
et al. 2006, Onwuegbuzie & Leech 2004). Johnson and Onwueguzie (2004) explain
that any kind of research, quantitative or qualitative, has both strengths and
weaknesses. For example, quantitative research has some strength in terms of
credibility and transferability; however, knowledge produced from quantitative
findings may be too abstract and general to apply to some specific local situations.
Similarly, qualitative research can provide understanding and description of the
investigated area; however, its findings may not generalise to other settings and are
difficult for testing hypotheses and theories. Therefore, a combination of quantitative
and qualitative analysis not only expands the scope or breadth of research, but also
offsets the weaknesses of either approach (Creswell et al. 2003, Driscoll et al. 2007).
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Table 3. 1
Purposes of a mixed-methods research
Purposes

Rationales

1) Triangulation

Seeking convergence and corroboration of
the findings from different methods

2) Complimentarity

Seeking elaboration, enhancement,
illustration, and clarification of the findings
from one method with those of the other
method

3) Initiation

Discovering paradox and contradictions
that lead to a re-framing of the research
questions

4) Development

Using the findings from one method to help
inform or develop the other method

5) Expansion

Seeking to expand the breadth and range of
research by using different methods for
different inquiry components

Note: From Greene et al. (1989, p. 259)

A mixed-methods study is conducted for several reasons. Green et al. (1989)
explained that there are five purposes of a mixed-methods design as presented in
Table 3.1. These are the purposes of triangulation, complementarity, initiation,
development, and expansion. For example, in a study by Krein et al. (2008) a mixedmethods sequential exploratory design was chosen for the purpose of expanding the
scope of the study. It aimed to explore the practices used to prevent ventilatorassociated pneumonia, and to understand why certain practices were used. While a
quantitative study was conducted to address the former purpose, a qualitative study
was used for the second aim. With a mixed-methods approach, a comprehensive
understanding about the practices preventing ventilator pneumonia was obtained.
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There are a number of mixed-methods designs. Several authors attempt to explain a
typology of mixed-methods research designs (Creswell 2009, Doyle et al. 2009,
Hanson et al. 2005, Leech & Onwuegbuzie 2009, Sandelowski & Barroso 2006,
Teddlie & Tashakkori 2006). Four dimensions are generally used to classify the
designs of mixed-methods research. First, a typology of mixed-methods designs is
considered by whether data collection for both quantitative and qualitative occurs
concurrently or sequentially. Second, it is considered by the emphasis, whether the
priority of the study is given to quantitative or qualitative research. Third, it is
determined by the stage of the research process that the integration of quantitative
and qualitative data collection and analysis take place. Finally, the theoretical
perspective is another dimension that is used to explain the design of mixed-methods
research. Creswell et al. (2003) explain the types of mixed-methods research using
four criteria as presented in Table 3.2

Table 3. 2
Types of mixed-methods research
Design type

Implementation

Priority

Stage of
Integration

Theoretical
perspectives

Sequential
explanatory

Quantitative
followed by
qualitative

Usually
quantitative;
can be
qualitative or
equal

Interpretation
phase

May be
present

Sequential
exploratory

Qualitative
followed by
quantitative

Usually
qualitative;
can be
quantitative or
equal

Interpretation
phase

May be
present

Sequential
transformative

Quantitative
followed by
qualitative or
vice versa

Quantitative,
qualitative

Interpretation
phase

Definitely
present
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Table 3.2 (cont.)

Types of mixed-methods research
Design type

Implementation

Priority

Stage of
Integration

Theoretical
perspectives

Concurrent
triangulation

Concurrent
collection of
quantitative
and qualitative
data

Preferably
equal; can be
quantitative
or
qualitative

Interpretation
phase or
analysis
phase

May be
present

Concurrent
nested

Concurrent
collection of
quantitative and
qualitative data

Quantitative
or
qualitative

Analysis
phase

May be
present

Concurrent
transformative

Concurrent
collection of
quantitative and
qualitative data

Quantitative,
qualitative,
or equal

Usually analysis
phase; can be
during
interpretation
phase

Definitely
present

Note: Creswell et al. (2003, p. 179)

3.2.2 Rationale for using a mixed-methods approach
This study employed a mixed-methods approach for three reasons. Firstly, a mixedmethods approach was used for the purpose of complementarity. As recovery in
mental health was a complicated concept, the findings of either a quantitative or
qualitative study may not capture the comprehensiveness of Thai nurses’
understanding and practices regarding the concept. For example, the findings of the
qualitative research study explained how Thai nurses viewed and promoted recovery
from schizophrenia; however, these might not generalise to mental health nurses
across the country. In addition, the findings did not provide information in numerical
forms, thus failing to present the level of knowledge, attitudes, and nursing practices
of Thai nurses regarding a recovery model. Accordingly, conducting a mixedmethods study provided a comprehensive understanding of Thai nurses’ perceptions
and practices regarding recovery from schizophrenia by elaborating the results of the
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quantitative study with those of the qualitative study or vice versa (Doyle et al. 2009,
Johnson & Onwuegbuzie 2004).

Secondly, the expansion of the scope of the study was another reason for conducting
a mixed-methods approach. This study, through a qualitative approach, primarily
aimed to seek the current understanding and nursing practices of Thai nurses
regarding recovery from schizophrenia. However, the scope of the study was
expanded by conducting a quantitative study to explore the levels of Thai nurses’
knowledge, attitudes, and nursing practices regarding a recovery model.
Consequently, the consistency between the understanding and nursing practices of
Thai mental health nurses and a recovery philosophy were examined. Therefore,
using both qualitative and quantitative approaches to address different areas of
investigation expanded the scope of the study (Doyle et al. 2009, Johnson &
Onwuegbuzie 2004).

Finally, a mixed-methods approach was conducted for the purpose of development.
With a mixed-methods approach, the findings from a qualitative study are used to
inform the development of a measure used in a quantitative study (Doyle et al. 2009,
Johnson & Onwuegbuzie 2004). This study began with a qualitative exploratory
study to explore nursing practices that Thai nurses used to promote clients to recover
from schizophrenia. The findings of the qualitative study were used to develop the
Recovery-Oriented Nursing Practice Questionnaire (RONP), which was used in the
quantitative study. Consequently, it ensured that the RONP was appropriate for Thai
nurses.

3.2.3 Research design
Figure 3.1 shows the framework of a research design for this study. This study used a
mixed-methods design called a mixed-methods sequential exploratory design as
presented in Table 3.2 (Creswell et al. 2003). It was conducted in two phases: a
descriptive qualitative study followed by a cross-sectional survey. Creswell et al.
(2003) explain that this design has a straight forward nature, which offers an easy
implementation. That is, the steps of conducting quantitative and qualitative studies
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fall into clear separate stages so the findings of both studies can be separately
analysed and reported, with a final discussion that brings the results together.

Figure 1 Research design: a mixed-methods sequential exploratory design

3.3 The descriptive qualitative study
3.3.1 Design and ethics consideration
The first stage of this study involved a descriptive qualitative study. It aimed to seek
the understanding that Thai mental health nurses had about recovery from
schizophrenia, as well as nursing practices that they used to promote clients recover
from schizophrenia. Data were collected using semi-structured interviews with
nurses who delivered care to people living with schizophrenia in three different
settings: 1) an acute inpatient psychiatric unit of a general hospital, 2) a tertiary
psychiatric hospital, and 3) a community setting. An interview guideline was
developed with five main questions as follows:
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1. What did recovery from schizophrenia mean to the nurses?
2. What were the characteristics of recovery from schizophrenia?
3. What were the facilitators of recovery from schizophrenia?
4. What were the barriers to recovery from schizophrenia?
5. How did the nurses promote recovery from schizophrenia?

This qualitative study received a primary ethical approval from the Human Research
Ethics Committee (HREC) of the University of Wollongong, Australia (HE07/344).
In addition, ethical consideration was reviewed by two Thai hospitals’ ethics
committees where the study was undertaken. All documents relevant to an ethical
approval are provided in Appendix R. Permission to conduct the study was obtained
from the hospital director of the Thai hospitals. Written informed consent was
obtained from each participant before each interview commenced. To ensure
confidentiality, participants’ names were changed into pseudonyms during the
process of data analysis and report. All documents related to the study, such as
transcriptions of interview and data analysis, were kept in a locked cabinet at the
researcher’s office at the University of Wollongong, and electronic data were saved
in external data storage with a password protection. All kinds of data will be securely
kept for a minimum period of five years as a requirement of HREC.

3.3.2 Participants
The participants were twenty-four nurses, who provided nursing care for people
living with schizophrenia. They were recruited by a purposive sampling. Despite the
nature of nonprobability (Teddlie & Yu 2007), this sampling method was selected
because the study aimed to obtain information from the nurses with a wide range of
characteristics in terms of age, education, working experience, and work setting;
consequently, representativeness of the nurses was achieved. As the purposive
sampling was conducted for the purpose of diversifying the participants, it was called
a maximum variation sampling technique (Teddlie & Yu 2007, p. 81).
There were several steps to gain access to potential nurses and the selection of
participants. All steps are explained in detail as follows:
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1. The researcher identified the hospitals that provided inpatient psychiatric
services and/or community mental health services. In this study, three
hospitals were selected: 1) Suanprung Psychiatric Hospital, Chiangmai
Province, 2) Chonburi Hospital, Chonburi Province, 3) Prapokklao Hospital,
Chantaburi Province. Suanprung Psychiatric Hospital is a tertiary psychiatric
hospital located in the northern part of Thailand. It provides a wide range of
mental health services including inpatient and community services. Chonburi
Hospital and Prapokklao Hospital are general hospitals in the eastern part of
Thailand, providing health services at a provincial level (Ministry of Public
Health 2005). Although they are a general hospital, both hospitals provide
both inpatient and outpatient mental health services. The three hospitals were
selected taking into account the provision of mental health services and a
convenient management for data collection.

2. The researcher sent an official letter to the directors of the three selected
hospitals seeking ethics approval and permission to undertake the research. A
brief proposal, an outline of ethical consideration (approved by HREC of the
University of Wollongong), an interview guideline, a participation sheet, and
a consent form were attached with the official letter in order to provide more
comprehensive information for the directors and the ethics committees of the
local hospitals (see all document in Appendix R).

3. After gaining ethics approval and permission from the hospitals’ directors,
the researcher contacted nurse directors of each hospital in order to inform
them about the study, and to ask permission to interview mental health nurses
for the purposes of the study. Noticeably, although permission to collect data
was approved by each hospital’s director, it was also necessary to seek
permission from a nurse director because of an organisational hierarchy.

4. The researcher posted an announcement about the study on the notice boards,
where potential participants had easy access, in order to invite them to
participate in the study. Eligible nurses were registered nurses who provided
care for people living with schizophrenia in inpatient and/or community
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settings. Nurses with a willingness to participate in the study were asked to
leave their name and personal information, such as age, education
background, work experience, and current work setting.

5. The researcher recruited participants from the list of nurses willing to
participate in the study. Participants were selected ensuring a diversity of age,
education background, work experience, and current responsibility.
Consequently, 24 nurses were selected comprising 7 community mental
health nurses of a psychiatric hospital, 8 inpatient mental health nurses of two
general hospitals, and 9 inpatient mental health nurses of a psychiatric
hospital. The details of those are presented in Appendix F.

6. The researcher contacted the recruited nurses individually in order to organise
a time and place for conducting a face-to-face interview.

3.3.3 Data collection
Data were collected using semi-structured interviews among the recruited nurses
between January and April 2008. Before each interview started, nurses were
informed about the study, such as the aims of study and the rights of nurses as noted
in a participation information sheet. In addition, permission to have the audio record
of the interview was sought from each participant. After that, written informed
consent was obtained. All interviews were conducted in the same pattern according
to an interview guideline. Each interview lasted approximately 60 minutes. To ensure
the consistency of interview, no more than two interviews per day were conducted.

3.3.4 Data analysis
There were two main processes for data analysis: data preparation and data analysis.
The process of data preparation involved transcription and translation. Interview data
were transcribed from spoken words into textual data by the researcher. After that,
transcriptions were translated into English by the researcher. The translation was
checked by a bilingual expert (Dr. Pornreudee Nitirat). Textual data from the
51

interviews were provided in a word document file (.doc) because this data format
was required by NVivo 8, a software programme used for qualitative data analysis
(QSR International 2008).

The process of data analysis involved a thematic analysis, which is a method for
identifying, analysing, and reporting themes and concepts within qualitative data
(Braun & Clarke 2006). This method was used because this study aimed to identify
themes related to perceptions and nursing practices of Thai mental health nurses with
respect to recovery from schizophrenia. In addition, this analysis technique was
considered more flexible than other methods because of its theoretical freedom
(Braun & Clarke 2006); accordingly, it was appropriate for a descriptive qualitative
study, which also did not require a deep theoretical framework or a high level of
abstraction for the data analysis (Sandelowski 2000b). Data were analysed using the
six steps of thematic analysis suggested by Braun and Clarke (2006). These were;
1) familiarising with the data, 2) generating initial codes, 3) searching for themes,
4) reviewing themes, 5) defining themes, and 6) producing the report. The process of
data preparation and data analysis will be explained in detail in chapter four.

3.4 The cross-sectional study
3.4.1 Design and ethics consideration
The second phase of the study was a cross-sectional survey. It aimed to examine the
levels of Thai nurses’ knowledge, attitudes, and nursing practices regarding a
recovery model. Data were collected from mental health nurses throughout the
country using self-reported questionnaires measuring the nurses’ recovery-oriented
knowledge, attitudes, and nursing practices. Statistical analysis was employed for
data analysis.

This quantitative exploratory study received primary ethical approval from the
Human Research Ethics Committee (HREC) of the University of Wollongong,
Australia (HE08/275), as well as from the Thai hospitals’ ethics committee, where
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data were collected. All documents relevant to ethics approval are provided in
Appendix S. Permission to collect data among a group of nurses was obtained from
the hospital director of the local Thai hospitals. Data were treated confidentially. The
name or identification of respondents was not required in any part of the
questionnaire set. Completed questionnaires were kept in a locked cabinet at
Prapokklao Nursing College, the office of a research coordinator. Electronic data
were saved in external data storage with a password protection. Documents relevant
to data analysis were kept in a locked cabinet at the researcher’s office at the
University of Wollongong. All kinds of data will be securely kept for a minimum
period of five years as a requirement of HREC.

3.4.2 Population, sampling technique, and samples
This study targeted mental health nurses across Thailand. According to a report by
Thailand’s Department of Mental Health (2006b), there were approximately 1,870
mental health nurses throughout the country in 2005. In addition, the report indicated
a trend showing that the number of mental health nurses increased about 1.5% each
year. Accordingly, there was an estimated 2,000 mental health nurses in 2007. Of
those, 70% worked in tertiary psychiatric hospitals and the rest worked in general
hospitals and the community.

Before selecting the nurses, a sufficient sample size was calculated in order to ensure
that the findings and conclusion of the study can be generalised to the population
where the nurses was drawn (Onwuegbuzie & Collins 2007). In this study, the
sample size was calculated through a sample size calculator2, according to the
population of 2,000 as explained above and a conventional significance level of .05
(Devane et al. 2004). The sample size of 322 was determined. With the estimated
response rate of 50%, it was suggested that questionnaires were sent to at least 644
targeted nurses.

2

http://www.custominsight.com/articles/random-sample-calculator.asp
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The subjects were selected by a multi-stage sampling as follows:

1. The researcher obtained the list of psychiatric hospitals and general hospitals
that provide inpatient psychiatric units and/or community mental health
teams for people living with schizophrenia throughout the country.

2. The hospitals, both psychiatric and general hospitals, were categorised into
four groups according to the four-region system that geographically divides
Thailand; 1) the North region, 2) the Northeast region, 3) the Central region,
and 4) the South region.
3. In each region, the researcher purposively selected two psychiatric hospitals
and two general hospitals, with a consideration of geographical location and
hospital size. As a result, fifteen study sites were selected for the distribution
of the questionnaires (see a spot map of study sites in Appendix G).
4. The researcher contacted the nurse director of each study site in order to ask
information about the number of mental health nurses. After that, the number
of potential respondents was determined according to the number of mental
health nurses in each site. The number of questionnaires distributed to each
study site is displayed in Appendix H.
There was a distribution of 647 questionnaires sets to mental health nurses, who
worked in fifteen study sites as previously explained, and 506 questionnaires were
returned accounting for a response rate of 78.21%. However, 30 questionnaires were
removed because they were incomplete. Finally, data were analysed from 476
completed questionnaires, accounting for a response rate of 73.57%. The number of
returned questionnaires and the response rate of each study site are presented in
Appendix H.
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3.4.3 Study instrument
This study aimed to investigate the levels of Thai nurses’ knowledge, attitudes, and
nursing practices regarding a recovery model. The questionnaire set (see example in
Appendix I) used in the study was comprised of four sections as follows:

1. Personal information
The first section involved a series of questions obtaining information about
the respondent’s demographics: age, gender, educational background, period
of work experience in a mental health area, and workplace and work role.

2. Recovery Knowledge Inventory (RKI).
The second section was a 20-item questionnaire used to assess the level of
knowledge about psychological recovery, developed by Bedregal et al.
(2006). It consisted of a series of statements, capturing four different domains
of understanding about psychological recovery. The four domains were;
1) roles and responsibility in the recovery process, 2) non-linearity of the
recovery process, 3) the roles of self-determination and peers in the recovery
process, and 4) expectations regarding recovery. Each item consisted of a
brief statement with a five-category Likert scale format, ranging from 1
(strongly disagree) to 5 (strongly agree). Most of the items (except items 1, 3,
8, 12, and 20) were reversed items so a reversed-score for such items was
needed for data analysis. The possible mean scores of the overall scale and
subscales ranges from 1 to 5. High scores indicate high level of understanding
about psychological recovery.

3. Recovery Attitude Questionnaire (RAQ)
The third section was a 7-item questionnaire assessing the attitudes towards
psychological recovery, developed by Borkin et al. (2000). It consisted of a
series of statements capturing two domains of recovery attitudes; 1) recovery
is possible and needs faith and 2) recovery is difficult and differs among
people. Each item consisted of a brief statement with a five-category Likert
scale format, ranging from 1 (strongly disagree) to 5 (strongly agree). The
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possible sum score of the over scale ranges from 7 to 35, while that of factor
1 and 2 ranges from 4 to 20, and 3 to 15, respectively. High scores reflect
highly favourable attitudes towards psychological recovery.

4. Recovery-Oriented Nursing Practice (ROPN)
The final section was a 37-item questionnaire measuring the frequency of
nursing care delivery to promote psychological recovery from schizophrenia.
The researcher developed this scale using the findings from the qualitative
study and relevant literature. It consisted of three domains including; 1) hope
and empowerment, 2) sealing-over, and 3) self-determination. Each item was
a statement asking respondents to rate the frequency of delivering nursing
practice as the item stated. Five alternatives were given ranging from
1 (never) to 5 (always). Four items (Item 3, 6, 12, and 16) needed to be
reversed for data analysis. The possible mean score of the overall scale and
subscales ranges from 1 to 5. High overall scores reflect a greater frequency
of delivering recovery-oriented nursing practices. However, the domain
sealing-over need to be interpreted in an opposite direction.

As all the measures were primarily developed in English, they needed to be
translated into Thai. A back translation technique was utilised to gain a Thai version
of all the measures. That is, the questionnaires were given to a bilingual expert in a
mental health area (Dr. Sukjai Charoensuk) for translation from English into Thai.
After that, translated questionnaires were given to another expert (Dr. Pornreudee
Nitirat) for a back translation into English. In this stage, the English versions of the
measure were not presented to the translator. Finally, the accuracy of the English
versions of measures were checked with the original versions by a native English
speaker (Prof. Frank Deane).

However, during the process of translation, there was difficulty in finding
appropriate Thai words used for the term psychological recovery in mental health. In
Thailand, generally, two words are commonly used as recovery in a medical area:
Gann Haai and Gaan Feuun Foo. While the former word refers to the absence or
complete cure of the symptoms of the illness, the latter means that people can live
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with their illness or disability. Practically, both words are used interchangeably,
depending on the illness conditions. That is, Gaan Haai is used for curable illnesses,
while Gaan Feuun Foo is for chronic or incurable illnesses.

In the first translation, the translator suggested to use Gaan Feuun Foo for
psychological recovery in mental health. However, the research committee of
Somdet Chaopraya Institute of Psychiatry, the well-known psychiatric institute in
Thailand, commented that this word may not hold the sense of psychological
recovery as suggested by Anthony (1993). To find the solution, the researcher
provided a brief summary of the concept of psychological recovery and sent it to
several experts in Thailand including psychiatrists, psychologists, and mental health
nurses for informal discussions. Eventually, the word Gaan Feuun Dtuaa was
suggested because this word is a literal translation of the word recovery according to
a wordbook of the Thai Royal Institute (www.royin.go.th). Although this word has
been included in the Thai medical dictionary from 2001, the use of this word is not
prevalent in the medical area including the mental health area. Consequently, with
the support of the Thai medical wordbook, the word Gann Feuun Dtuua was used in
the Thai version of the questionnaires.

3.3.4 Psychometric properties of the questionnaires
Before the data collection, there was a pilot study using the Thai version of RKI,
RAQ, and RONP with a group of 49 mental health nurses in order to test the
psychometric properties of the questionnaires. This study was conducted in March
2009. The results of testing psychometric properties of the RKI, RAQ, and RONP
are explained as follows:

1) Internal reliability of the RKI and RAQ
The internal reliability of the Thai version of the RKI and RAQ was tested using
Cronbach’s alpha coefficient. As presented in Table 3.3, the Cronbach’s alpha
coefficient of the RKI ranges from .70 to .94, and a range of .73 to .86 for the RAQ.
This indicates that both questionnaires had a good internal consistency (Rattray &
Jones 2007).
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Table 3. 3
Cronbach's alpha coefficient of the RKI and RAQ
Cronbach’s alpha
coefficient
1st analysisa

2nd analysisb

Factor 1: Role and responsibility …

0.70

0.71

Factor 2: Non-linearity …

0.94

0.72

Factor 3: Roles of self-determination and peers …

0.85

0.77

Factor 4: Expectation …

0.82

0.83

Overall

0.86

0.85

Factor 1: Recovery is possible…

0.80

0.73

Factor 2: Recovery is difficult …

0.73

0.79

Recovery Knowledge Inventory

Recovery Attitude Questionnaire

Note:

a
b

Analysed from a group of 49 mental health nurses.
Analysed from a group of 476 mental health nurses.

2) Factor analysis of the RONP
The RONP was a new measure developed as a part of the study. This questionnaire
primarily comprised 40 items aimed to assess recovery-oriented nursing practice.
Initially, the questionnaire was constructed with the goal of targeting four elements
of psychological recovery suggested by the literature review. These four elements
included hope, empowerment, self-redefinition, and social inclusion. The items in
this questionnaire were a set of nursing practices that support these four components
and were generated based on the literature review and the findings of the first study.

As a new measure, a factor analysis of the RONP was undertaken in order to
determine the number of factors and items that were valuable enough to be retained
in the final version of the RONP. Data were analysed from the full sample of 476
mental health nurses because of a required sample size at least 100 for the factor
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analysis (Fabrigar & MacCallum 1999, MacCallum et al. 1999). A principal axis
factoring (PAF) was performed in order to explore the structure of this questionnaire.
There were four major sequential steps. The first step involved determining the
appropriateness to undertake the factor analysis for this data set, using the KaiserMyer-Oklin (KMO) measure of sampling adequacy. The value of KMO indicates
whether a factor analysis is appropriate for analysing a questionnaire (Parsian 2009).
As seen in Table 3.5, a factor analysis yielded the Kaiser-Myer-Olkin (KMO) of .97.
It has been suggested that the KMO should be greater than .50 for a satisfactory
factor analysis (Field 2005). In this study, the KMO of .97 indicated that the factor
analysis yielded distinct and reliable factors (Field 2005). Therefore, the factor
analysis proceeded.

The next step involved determining the number of factors extracted from the RONP.
In this step, principle axis factoring (PAF) with a promax rotation was conducted in
order to explore the factors or subscales of the RONP. This method was selected
because it is commonly used for theoretical exploration of factors, and is more
appropriate when there is a high correlation between factors (Rattray & Jones 2007,
Shortus 2008). To determine the number of factors that should be retained, two main
criteria were used: the Kaiser criterion3 and the Scree Plot4 (Ledesma & Valero-Mora
2007, Parsian 2009). Using the Kaiser criterion, retained factors should have an
Eigen-value over 1.0 (Field 2005, Ledesma & Valero-Mora 2007, Parsian 2009). In
this study, PAF with a promax rotation indicated three factors, which obtained the
Eigen value greater than 1.0. This finding was consistent with the Scree Plot that
suggested a three-factor model as the best solution. As seen in Table 3.5, factor one
had an Eigen-value of 18.77. Meanwhile, the value was 2.13 for factor two, and 1.32
for factor three, and the three factors accounted for 55.46% of total variance.

3

A criterion to determine how many factors should be retained in the measure by a consideration of
Eigen-value (Parsian 2009)
4
A graphical representation of Eigen-value (Ledesma & Valero-Mora 2007)
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Table 3. 4
Principal Axis Factoring (PAF) of the RONP
Item description

Factors
1
2

35 I often remind clients about their limitations so that…

-0.90

33 I help clients with schizophrenia to identify the source…

0.89

3

39 I help clients by identifying potential hope and suggesting… 0.89
37 I encourage clients to feel hopeful again, when they have…

0.86

25 I discuss with clients their difficulties of living in the …

0.84

34 I encourage clients with schizophrenia to find positive…

0.83

14 I inform clients with schizophrenia about what happen...

-0.79

31 I discuss spiritual issues in life with clients with …

0.78

24 I help clients to rebuild their life and move beyond …

0.77

23 I suggest relatives to closely control the client’s …

-0.76

20 I provide a group for clients to share experience about…

0.74

15 I suggest to the client’s relatives and others to consider the... 0.73
11 I incorporate life fulfilment as a goal of nursing care for…

0.72

18 I encourage clients to recognise their ability to make …

0.72

40 I help clients with schizophrenia to overcome their shame…

0.71

26 I inform clients and relatives to follow my suggestion…

-0.68

30 I provide education for people in the community …

0.67

5

0.67

I encourage clients to take on specific activities to help…

17 I help clients to use their existing skills in coping …

0.66

10 I actively help clients with schizophrenia to get natural…

0.66

19 I actively support clients with schizophrenia to rebuild…

0.66

22 I inform clients about the work options and/or social …

0.65

4

0.64

I help clients to improve their social skills.

13 I provide opportunities for clients to meet someone…

0.62

7

0.60

I encourage clients to collaboratively plan nursing care…

27 I discuss with clients the effects of social exclusion…

0.60
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Table 3.4 (Cont.)
Principal Axis Factoring (PAF) of the RONP

Item description

Factors
1
2

2

I help clients to develop personalised coping skills for …

0.59

1

I inform clients that most people do recover from…

0.56

28 I encourage clients with schizophrenia to do an easy …

-0.55

9

I help clients develop skills than enable them to live…

3

0.52

16 I inform relatives not to let clients have burden due to…

0.82

3

I suggest strategies for clients to hide their story of mental…

0.76

12 I avoid providing clients with information about treatment …

0.59

6

0.53

I avoid discussing personal goals with clients because…

36 I allow clients with schizophrenia to make their own …

0.75

38 I allow clients with schizophrenia to access their …

0.68

29 I inform clients with schizophrenia about the risk and …

0.65

Removed Items

Rationale of removal

8

I emphasise symptom stabilisation in my…

Did not load into any factor

21 I help clients to suppress their experience of…

Loading onto factors 1 and 2

32 I protect clients from the negative consequence… Confusing item, loading in
opposite direction to original
description
Eigenvalue

18.77

2.13

1.32

% of variance

46.93

5.33

3.29

Note: 1) N = 476
2) The full description of each item is presented in Appendix I.
3) Kaiser-Myer-Olkin (KMO) was .97.
4) Rotation converged in 4 iterations.
5) Factor loading >.50 are presented.
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The third step involved the selection of statistically significant items underlying each
retained factor. In this stage, a factor loading on each item was considered for
selecting significant items. As suggested by Shortus (2008), a significant item with a
factor loading greater than .50 was chosen. Using this criterion, item 8 needed to be
removed because it did not load on any factor. In addition, item 21 was removed
because it loaded on both factors 1 and 2 (.71 and .54, respectively). Field (2005)
suggests that when any item loads onto more than two factors, it should be removed
if a cross-loading difference less than .20. Item 32 was also removed because it was
considered a confusing item. It was originally designed to be a reversed item;
however, it loaded in the opposite direction to what was expected. Finally, there were
37 items retained in the final version of the RONP. Of those, 30 items were retained
for factor 1, and factors 2 and 3 had four and three items, respectively.

The last step involved a conceptual interpretation or labelling of the retained items
for each factor. In this stage, each item that loaded onto the same factor was
reviewed in order to identify a common theme. Because the process of labelling
factors is subjective, this step was conducted in collaboration between the candidate
and doctoral research supervisors.
For factor 1, all 30 items seemed to relate to nursing activities that promoted hope
and empowerment, such as I help clients by identifying potential hope and suggesting
strategies to develop their own hope (item 39), and I help clients to use their existing
skills in coping effectively with their concern (item 17). Five items (item 14, 23, 26,
28, and 35) had negative loadings (see Table 3.5), and were designed to be reversed
when calculating the scale mean. An explicit theme of hope and empowerment
emerged from these 30 items; consequently, this factor was labelled hope and
empowerment.

For factor 2, all four items could be described as nursing practices that use avoidance
with the goal of protecting the clients from perceived negative consequences. For
example, I suggest strategies for clients to hide their story of mental illness (item 3)
and I avoid discussing personal goals with clients because it may make them more
stressed (item 6). These practices were very similar to the description of sealing-over
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that has been used to describe a style of coping by individuals with mental illness.
Persons with this coping style tend to hide their story of mental illness, and isolate
mental illness from their life because they consider mental illness as a disruption of
their lives (Thompson et al. 2003). The nursing activities in this factor were likely to
promote a sealing-over recovery style. Therefore, the label sealing-over was given to
this factor.
For the last factor, all three items seemingly related to nursing practices that help
clients diagnosed with schizophrenia have greater self-determination. For example, I
allow clients with schizophrenia to make their own decisions about their treatment
and care plan (item 36) and I allow clients with schizophrenia to access their
treatment record (item 38). The goals of these items seem to promote the client’s
autonomy. Therefore, this factor was labelled self-determination.

3) Internal reliability of the RONP
After an exploratory factor analysis was completed, the reliability of each factor was
assessed in order to examine the ability of a measure to consistently measure
variables of interest (DeVon et al. 2007). In this study, the internal consistency using
Cronbach’s alpha was calculated for each subscale.

The internal consistency of the three subscales of the RONP was acceptable using a
cut-off criterion of Cronbach’s alpha above .70 for a new instrument (Parsian 2009).
As seen in Table 3.6, Cronbach’s alpha of the 30-item scale of Hope and
Empowerment was .97, suggesting very high internal reliability. In addition, the
item-total correlation of each item ranged from .51- .84, indicating that each item
was highly correlated with the overall scale. For the 4-item scale Sealing-over,
Cronbach’s alpha was .72; the item-total correlation of each items ranged from .33.67. For the 3-item scale of Self-determination, Cronbach’s alpha was .83 with the
range of .57 -.75 item-total correlation of each item.
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Table 3. 5
Means, Standard Deviation, Item-total Correlation of each item of the RONP

Item description

Mean

SD

Item-total
Correlation

Hope and empowerment
1

I inform clients that most people do recover…

1.97

1.00

0.78

2

I help clients to develop personalised coping…

2.16

0.98

0.82

4

I help clients to improve their social skills…

2.00

1.02

0.83

5

I encourage clients to take on specific activities…

2.11

1.05

0.82

7

I encourage clients to collaboratively plan…

2.24

0.90

0.73

9

I help clients develop skills than enable them…

2.12

1.00

0.76

2.27

1.04

0.75

11 I incorporate life fulfilment as a goal of nursing… 2.44

1.03

0.69

13 I provide opportunities for clients to meet…

2.42

1.13

0.69

14 I inform clients with schizophrenia about what…

2.33

1.10

0.70

15 I suggest to the client’s relatives and others to…

1.93

1.01

0.83

17 I help clients to use their existing skills in…

2.19

0.95

0.79

18 I encourage clients to recognise their ability to…

1.97

0.96

0.84

19 I actively support clients with schizophrenia to…

1.79

1.00

0.82

20 I provide a group for clients to share…

2.32

1.15

0.76

22 I inform clients about the work options and/or …

2.69

1.14

0.60

23 I suggest relatives to closely control the…

2.75

1.26

0.51

24 I help clients to rebuild their life and move …

2.21

0.98

0.82

25 I discuss with clients their difficulties of living…

2.30

1.05

0.82

26 I inform clients and relatives to follow my…

1.88

1.08

0.75

27 I discuss with clients the effects of social …

2.72

1.13

0.50

10 I actively help clients with schizophrenia to get…
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Table 3.5 (Cont.)
Means, Standard Deviation, Item-total Correlation of each item of the RONP

Item description

Mean

SD

Item-total
Correlation

28 I encourage clients with schizophrenia to do…

2.79

1.16

0.36

30 I provide education for people in the …

2.21

1.07

0.73

31 I discuss spiritual issues in life with clients…

2.38

0.98

0.75

33 I help clients with schizophrenia to identify …

2.28

1.00

0.81

34 I encourage clients with schizophrenia to find…

2.34

1.09

0.78

35 I often remind clients about their limitation…

2.73

1.07

0.56

37 I encourage clients to feel hopeful again…

2.39

1.12

0.69

39 I help clients by identifying potential hope …

2.38

1.00

0.78

40 I help clients with schizophrenia to overcome…

2.59

1.14

0.70

Hope and empowerment (cont.)

Sealing-over
3

I suggest strategies for clients to hide their …

3.52

1.20

0.56

6

I avoid discussing personal goals with clients…

3.88

1.07

0.33

3.83

1.11

0.50

16 I inform relatives not to let clients have burdens… 3.75

1.20

0.67

12 I avoid providing clients with information …

Self-determination
29 I inform clients with schizophrenia about the …

2.18

1.00

0.75

36 I allow clients with schizophrenia to make…

2.41

1.02

0.71

38 I allow clients with schizophrenia to access…

2.67

1.33

0.57

Note: 1) Items were reverse scored for items 14, 23, 26, 28, and 35.
2) Cronbach alpha coefficient of hope and empowerment approach was .97.
3) Cronbach alpha coefficient of sealing-over approach was .72.
4) Cronbach alpha coefficient of self-determined approach was .81.
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3.4.5 Data collection
There were several steps for data collection as follows:
1. The researcher sent an official letter to the director of selected hospitals in
order to seek ethical approval and permission to undertake the research.
Relevant documents including a brief proposal, an outline of ethical approval
by HREC of the University of Wollongong, a participant information sheet, a
consent form, and a questionnaire set were attached with the letter.
2. After gaining permission from the hospital directors, the researcher
individually contacted the nurse managers of fifteen study sites in order to
seek cooperation for data collection. Some study sites provided a staff
member to be a research coordinator. Nurse managers or research
coordinators were informed about the study and the process of data
collection.
3. The researcher sent the packages of questionnaires to nurse mangers or
research coordinators of the fifteen study sites. In each package, there were
questionnaire sets for the number of targeted nurses in each study site. Each
questionnaire set consisted of a participation information sheet, a consent
form, and a questionnaire. All documents were collated into an individual
questionnaire set.
4. Two weeks after sending the questionnaires, the researcher contacted each
nurse manager or research coordinator by phone, in order to check whether
he/she had received the package.
5. Overall, 647 Questionnaire were distributed to targeted nurses through the
nurse managers or research coordinators of the study sites. Completed
questionnaires were returned to nurse managers or research coordinators;
then, they were packed and sent to the researcher. This process was
implemented between April and August 2009.
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3.4.6 Data analysis
Data from 476 completed questionnaires were entered into a database for analysis
using the SPSS for Windows (version 15). Descriptive statistics were used to explore
the mean score and standard deviation of the RKI, RAQ, and RONP. Normality of
the data was checked using the Kolmogorov-Smirnov and Shapiro-Wilk tests. Nonparametric comparisons including Mann-Whitney U test, Kruskal-Wallis test, and ttest across studies were used to compare the mean score of the RKI, RAQ, and
RONP among the groups of nurses with different backgrounds. For all analyses,
criterion of statistical significance was set by a Bonferroni adjustment. Procedures
and findings of the data analysis are explained in Chapter 5.

3.5 Mixed-methods analysis
As a mixed-methods design, findings from both the qualitative and quantitative
studies were integrated at the final stage. The findings of both studies were combined
in three ways as suggested by O’Chthain and Thomas (2006). Firstly, the findings of
a cross-sectional survey were used to generalise those of a descriptive qualitative
study. As a qualitative study involved in-depth interviews of 24 mental health nurses,
its findings may not generalise to Thai mental health nurses across the country
(Johnson & Onwuegbuzie 2004). However, together with the findings of a
quantitative survey of 476 mental health nurses throughout the country, the
generalisability of the qualitative study was improved. Secondly, the findings of the
qualitative study were used to elucidate that of the cross-sectional survey. As the
findings of the cross-sectional study were reported in a numeric form, these may be
too abstract to explain the detail of Thai nurses’ understanding and practices
(Johnson & Onwuegbuzie 2004). Therefore, using the qualitative findings, the
interpretation of quantitative findings was more understandable. Finally, the findings
of both studies were used together to provide a rich picture capturing the concept of
recovery in the practice of Thai mental health nursing. While qualitative findings
revealed the understanding and nursing practices of Thai nurses regarding recovery
from schizophrenia, quantitative findings examined whether the understanding and
nursing practices were consistent with a medical model or a recovery model.
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Consequently, the interpretation of the findings using two different research
approaches offered a breadth and depth of understanding about the status of a
recovery model within the Thai mental health nursing.

3.6 Rigour of the study
The validity of a mixed-methods approach is relatively new as the criteria for
appraising the quality of a mixed-methods study is in debate (Onwuegbuzie &
Johnson 2006, Pluye et al. 2009). As a quantitative or qualitative study has its roots
in a different paradigm, Onwuegbuzie and Johnson (2006) suggest that the quality of
a mixed-methods study can be improved by addressing multiple validities of both
qualitative and quantitative studies. In this study, the researcher used several
strategies in order to improve its rigour as summarised in Table 3.6
Table 3. 6
Strategies to improve the quality of the study
Areas of a
quality control

Strategies to improve the quality of the study
Descriptive qualitative study

Cross-sectional survey

Research
instrument

- Informal training to improve
researcher’s skills for
undertaking a
qualitative study
- Providing an interview guide

- Identification of appropriate
measures
- Utilisation of a back
translation
- Employing the measures with
high internal consistency

Sampling

- Purposive sampling to select
participants who provide rich
information

- Identifying target population
- Determining sufficient
sample size
- Multistage sampling

Data analysis

- A thematic analysis
- Discussing the findings
within
a research team

- Examining data distribution
- Utilising appropriate analysis
method addressing the
research questions or
hypotheses
- Using Bonferroni adjustment
to control Type-I-error
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3.7 Conclusion
This chapter has presented the research methodology and the approach used in this
study. A mixed-methods approach was chosen for this study in order to offset the
weakness of either qualitative or quantitative approaches. The combination of both
qualitative and quantitative approaches provided comprehensive knowledge of Thai
nurses’ perceptions and nursing practices regarding recovery from schizophrenia.
That is, the findings of a quantitative study were used to elaborate or corroborate
those of the qualitative study. In addition, the combination of these approaches
expanded the scope of the study because each study addressed different areas of Thai
nurses’ understanding and nursing practices regarding recovery from schizophrenia.

This study began with a descriptive qualitative study to explore the understanding
and nursing practices of Thai mental health nurses in relation to recovery from
schizophrenia. It involved semi-structured interviews of 24 mental health nurses who
delivered mental health care for people living with schizophrenia, in both hospital
and community settings. Qualitative data were analysed using a thematic analysis.
This involved six main steps: 1) reading the data until getting familiarity with the
data, 2) generating initial codes, 3) searching for themes, 4) reviewing the themes
that emerged, 5) defining the themes, and 6) producing the report.

The second stage of the study was a cross-sectional study using self-reported
questionnaires including the RKI, RAQ, and RONP. All questionnaires were
translated into Thai and were tested for their psychometric properties before the data
collection. The samples were mental health nurses recruited from public mental
health agencies using a multistage sampling. Questionnaires were sent to 647
targeted nurses working in 15 mental health agencies throughout Thailand. Data
were analysed from 476 completed questionnaires using a statistical analysis,
including descriptive statistics, the normality test, and non-parametric for
comparisons. The level of statistical significance was set by a Bonferroni adjustment.
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CHAPTER 4
DESCRIPTIVE QUALITATIVE STUDY
4.1 Introduction
This chapter presents the findings of the descriptive qualitative study, which was
undertaken to investigate the understanding of Thai mental health nurses and their
nursing practices regarding recovery from schizophrenia. The chapter has been
organised into three main parts. The first part presents the process of a thematic
analysis, the method of qualitative data analysis used in this study. The second part
reports the results of the thematic analysis which generated five main themes related
to the understanding about recovery from schizophrenia as well as nursing practices
to promote recovery. The five themes are called; 1) the meaning of recovery from
schizophrenia, 2) the characteristics of recovery from schizophrenia, 3) the factors
facilitating recovery from schizophrenia, 4) the barriers to recovery from
schizophrenia, and 5) the nursing practices to promote recovery from schizophrenia.
The final part is a discussion of the findings. It presents a critical discussion
according to key findings.

4.2 Data analysis
There were two main steps for data analysis: data preparation and a thematic
analysis. The process of data preparation was initiated by transcribing verbatim the
recorded spoken words into texts. After that, each transcription was translated from
Thai to English. Despite an argument that the process of translation had a potential to
produce inaccurate data because of a language barrier (Birbili 2000, Kapborg &
Bertero 2002), English transcription was needed to support NVivo 8, a software
application developed for the purpose of qualitative data analysis (QSR International
2008). The transcribed data were prepared as document files (.doc), which was
compatible with NVivo software. Finally, each interview transcription was imported
into an NVivo project. NVivo project is a technical term referring to the project of
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qualitative data analysis (QSR International 2008). This project includes several sorts
of data associated with qualitative data analysis, such as transcriptions, codes, and
the relationship between codes. Accordingly, it facilitates qualitative data
management and analysis.

After data preparation, there was a process of data analysis using a thematic analysis.
This analysis technique was employed because it was considered more flexible than
other kinds of qualitative analytical methods, capturing important themes and
addressing the research questions (Braun & Clarke 2006). This study followed the
five steps of thematic analysis suggested by Braun and Clarke (2006). Each step is
explained as follows.

1) Familiarising with the data
This process involved reading and re-reading interview transcriptions until an overall
understanding of the data was achieved. This step was challenging because of a
translation issue; i.e. some Thai words have no equivalent in English (Birbili 2000,
Kapborg & Bertero 2002). Therefore, to gain more understanding of the data, both
Thai and English transcriptions were read.

2) Generating initial codes
There were two steps within the process of generating initial codes. Initially, texual
data were segmented into small units, which were groups of words, sentences or
paragraphs containing particular aspects related to the purposes of the study
(Graneheim & Lundman 2004). This process was called data segmentation
(Hruschka et al. 2004, p. 310) or data condensation (Graneheim & Lundman 2004,
p. 106). After that, each data segment was read and labelled according to the essence
identified from the unit of the data. This was called a code, which allowed data to be
thought of in new and different ways (Graneheim & Lundman 2004). An example of
data reduction and coding is presented in Table 4.1
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Table 4. 1
An example of segmenting and coding data
Textual data

Data segmentation

Code

The symptoms of

Symptom

schizophrenia are under

control

Q: What does recovery from
schizophrenia mean to you?
P20: I think it [recovery from
schizophrenia] is that the symptoms of this

control.
illness can be stabilised and the patients
can control their behaviours and behave
appropriately. They can return to live in
the community.

Patients can control
themselves to behave

Behavioural
control

appropriately

Patients are able to live in

Return to live in

community.

community

3) Searching for themes
This process involved categorising codes and generating potential themes. Initial
codes were grouped into categories according to a commonality or relationship
shared within a group of codes (Graneheim & Lundman 2004). In this study, the
commonality was determined by some considerations, such as interview questions
and meanings expressed within data segments (Ryan & Bernard 2003). For example,
as presented in Table 4.1, the code symptom control and the code behavioural
control were grouped together because both originated from data segments that
expressed the sense of controlling psychotic symptoms, and addressed the research
question regarding the meaning of recovery from schizophrenia.
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After categorising codes, there was a process of generating themes. Each cluster of
codes was reviewed in order to identify a structural meaning that connected an
expression of codes (Ryan & Bernard 2003); consequently, there was an emergence
of a theme. In this study, there were two levels of the themes: themes and subthemes. Specifically, themes were associated with a structural meaning that was
made to address the research questions; such as the meaning of recovery from
schizophrenia, characteristics of recovery from schizophrenia, and nursing practices
to promote recovery from schizophrenia. Meanwhile, sub-themes were associated
with categories of codes that emerged from textual data. These were subclasses of
the themes or themes-within-a-theme (Braun & Clarke 2006, p. 92). Themes were
conceptualised into a higher abstract level than sub-themes. As presented in Table
4.2, there were two sub-themes: controllable state and returnable state, under the
theme meaning of recovery from schizophrenia.

Table 4. 2
An example of mapping codes, sub-themes and theme
Code

Sub-themes

Theme

Reduction of psychotic symptoms

Controllable state

Meaning of a

Control of psychotic symptoms

recovery from
schizophrenia

Return of living skill

Returnable state

Taking responsibility
Social interaction
Living in community

73

4) Reviewing themes
This step involved reviewing themes, sub-themes, and codes in order to ensure that
these were logically developed. Themes, sub-themes, and codes were displayed as
demonstrated in Table 4.2, and were reviewed and discussed by the researcher (PhD
candidate) and his supervisors so that the researcher’s bias was minimised. The
outcome of this step was a hierarchical category of themes, sub-themes, and codes,
which was called a thematic map of analysis (Braun & Clarke 2006, p. 90).

5) Defining themes
This step involved defining and naming the themes. The themes that were generated
were defined and refined for each concept that emerged from the data segments
under each theme. There was a review to establish what was the essence of each
theme, and what were the aspects that each theme captured. In this stage, it was
important to ensure that codes and sub-themes under each theme were captured by a
theme’s definition (Braun & Clarke 2006). After that, an appropriate name that
reflected the overall concept was given to each theme.

4.3 Findings
Nurses made a number of comments to explain their perceptions about recovery from
schizophrenia, and their nursing practices to promote recovery. A number of
comments were categorised into twenty-eight groups or codes according to the
essences of each meaningful unit of data. These codes were conceptualised as twelve
sub-themes and five themes according to the research questions, as displayed in
Table 4.3. Each theme is elaborated in more detail along with quotes from the
nurses’ comments to illustrate codes or essences under the themes.
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Table 4. 3
Overall codes, sub-themes and themes that emerged from the interview data
Code (n)

Sub-themes

Themes

Absence of symptoms (3)
Stabilisation of symptoms (12)
Behavioural control (6)

Controllable state

Meaning of recovery
from schizophrenia

Regain functioning (17)
Change of role and functions (2)

Returnable state

Remission of thought deficit (12)
Normal line of behaviours (5)

Clinical signs

Ability of ADLs (4)
Ability to work or study (17)
Social participation (4)

Functional signs

Illness acceptance (21)
Hope (4)
Adherence to treatment (4)

Personal
facilitators

Supportive environment (24)
Accessibility to MHS (13)

Environmental
facilitators

Poor self-responsibility (16)
Illness-related factors (11)

Personal
barriers

Stigmatisation (20)
Fragmentation of the services (5)

Environmental
barriers

Assessment (17)
Medication administration (10)

Symptom
stabilisation

Medication adherence (22)
Skills training (16)

Relapse
prevention

Individual support (12)
Supportive group (6)

Emotional
support

Social skill training (13)
Improving family attitude (5)
Improving public attitude (8)

Social
Inclusion

Characteristics of
recovery from
Schizophrenia

Facilitators of
recovery

Barriers to
recovery

Nursing practices
promoting recovery
from schizophrenia

Note: n = Number of nurses who suggested each code.
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4.3.1 The meaning of recovery from schizophrenia
Thai mental health nurses explained the meaning of recovery from schizophrenia
differently, depending on the experience related to the client’s recovery that they
faced during day-to-day working. Overall, Thai nurses viewed recovery from
schizophrenia as the outcome that people diagnosed with schizophrenia gained after
receiving psychiatric treatment. They explained recovery as the state where the
symptoms of schizophrenia were stabilised and the person’s functioning was
restored. The nurses considered that recovery from schizophrenia involved two
states: a controllable and a returnable state.

1) A controllable state
The nurses described recovery from schizophrenia as a controllable state. In this
study, this state was defined as a condition where the symptoms of schizophrenia
were stabilised or controlled. The sub-theme controllable state emerged from the
Thai word kwaub-koom, which Thai nurses mainly used to explain the meaning of
recovery. This word means to control or to check5. With respect to schizophrenia, the
nurses perceived that psychiatric symptoms were incurable and persistent;
accordingly, the control of psychiatric symptoms was often used to describe recovery
from schizophrenia. As one nurse commented:

From my point of view, when we talk about a recovery from any illness, it
means the symptoms of the illness are stabilised or controlled. For
schizophrenia, it is an incurable disease. It is persistent and chronic.
However, its symptoms can be controlled. [Line 4-8]
Tina (P24), Female, 50 yrs, Nurse of a psychiatric hospital

Despite considering recovery as a controllable state, the nurses had different
perspectives to explain the stabilisation of psychiatric symptoms in terms of the
degree and the focus of stabilisation. Three nurses (P13, 14 and 16) were confused
by the term recovery and cure, so they explained recovery as the absence of
psychiatric symptoms. For example:

5

http://www.royin.go.th/
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Q: Do you think there is a recovery for people who are able to continue their
living even though they still hallucinate?
No, that is not a recovery. Although such cases are able to continue their
functions, it is not a recovery because some hallucinations are presented.
Recovery from schizophrenia means there is no psychiatric symptoms.
[Line 14-19]
Jimmy (P13), Male, 45 yrs, Nurse of a psychiatric hospital

However, thirteen nurses (P2-3, 6-7, 11-14, 16, 18, and 23-24) argued that the
absence of symptoms was unlikely to be a good description of recovery from
schizophrenia. From their experience, the symptoms of schizophrenia such as
delusions and hallucinations were relatively persistent and it was impossible for
some people to achieve a complete cure from such symptoms. Accordingly, recovery
from the mental illness more likely involved a partial stabilisation of the symptoms
of schizophrenia, rather than a complete cure of the symptoms. The stabilisation of
chief complaints or severe psychiatric symptoms that led people to be hospitalised,
such as delusions and behavioural disturbance was reasonable to explain a
controllable state. Regardless of the presence of persistent symptoms, recovery was
explained as a control of the symptoms that disturbed one’s life, family, and
community.

It [recovery from schizophrenia] means there is an absence of chief
complaints that leads patients to be admitted in a hospital. Supposing that
patients were taken to a hospital because they developed a delusion with
aggressive behaviours, recovery for those means there is no delusion and
aggressive behaviours are under controlled. [Line 3-7]
John (P3), Male, 43 yrs, Nurse of a psychiatric hospital

It [Recovery from schizophrenia] means that patients are able to control their
behaviours for not making any trouble to themselves and others. [Line 7–8]
Sally (P7), Female, 41 yrs, Nurse of a general hospital

2) A returnable state
In addition to a controllable state, Thai mental health nurses described recovery from
schizophrenia as a returnable state. This state involved the level of functioning that

77

people diagnosed with schizophrenia regained after a psychotic episode. During an
episode of schizophrenia, a person’s capability or functioning was impaired by
psychiatric symptoms; however, people were able to function after their psychiatric
symptoms were stabilised. Seventeen nurses (P1, 3-4, 8-10, 12-16, and 18-23)
commented that recovery was more likely related to the return of a person’s
functioning rather than a clinical improvement. They noticed that the presence of the
deficits of thought, emotion, and perceptions was sometimes not related to a decrease
in a person’s ability to function normally.

It [recovery from schizophrenia] does not mean there is no symptom at all.
Some people can continue their living even though they have some residual
psychiatric symptoms. [Line 4-6]
Sarah (P22), Female, 41 yrs, Community mental health nurse

Two elements were identified within a returnable state of recovery from
schizophrenia. Firstly, recovery from schizophrenia was associated with returning to
a normal level of individual functioning regardless of the presence of psychiatric
symptoms. Seventeen nurses (P1, 3-4, 8-10, 12-16, and 18-23) explained that after an
episode of schizophrenia, people were able to regain their ability to function even
though there were residual symptoms such as thought and perceptual disturbances.

Recovery from schizophrenia means people diagnosed with schizophrenia are
able to continue their living. Some of those may present psychiatric
symptoms; however, such symptoms do not disturb their living. [Line 26-28]
Gary (P10), Male, 32 yrs, Community mental health nurse

Secondly, a returnable state of recovery from schizophrenia included changing a
person’s roles and functions to overcome difficulties or limitations caused by mental
illness. Two nurses (P 18 and 20) commented that it was difficult for some people
living with mental illness to regain the same level of function as they had before the
mental illness. As a result, they needed to change their roles and functions in order to
continue living within their community.
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It [recovery from schizophrenia] does not mean there is a return of full
functions or a return to a former state. Some people might have limitations
caused by schizophrenia so they need to change their functions or roles after
illness. [Line 6-8]
Sarah (P22), Female, 41 yrs, Community mental health nurse

4.3.2 The characteristics of recovery from schizophrenia
When nurses were asked to explain the characteristics of recovery from
schizophrenia, they highlighted the characteristics, which fell into two groups:
clinical and functional signs.

1) Clinical signs
Nurses suggested clinical signs as indicators of recovery from schizophrenia. These
signs involved the stabilisation of the clinical symptoms of schizophrenia, such as
delusions, hallucinations, and behavioural disturbances. Sixteen nurses (P2-5, 7, 9,
11, 14, 16-19, 21, and 23-24) reported the remission of clinical symptoms of
schizophrenia as indicators of recovery. As the deficits of thought, perception, and
behaviours were common signs of schizophrenia, the stabilisation of such symptoms
was highlighted as a criterion of recovery from schizophrenia.

Recovery from schizophrenia is indicated by the reduction of the symptoms
of schizophrenia, such as no delusion. [Line 28-29]
Susan (P9), Female, 31 yrs, Nurse of a general hospital
Recovery from schizophrenia was indicated by that there is no psychiatric
symptom. Also, patients’ behaviours are turned to a normal line. [Line 45-46]
Lisa (P5), Female, 50 yrs, Nurse of a general hospital

2) Functional signs
Aside from clinical signs, nurses further commented that recovery from
schizophrenia was marked by functional signs. These signs were associated with the
person’s level of functioning that people regained after a psychotic episode. Eighteen
nurses (P1-6, 9-14, 16-18, and 21-24) commented that during an episode of
schizophrenia, a person’s functioning was impaired by psychiatric symptoms.
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However, after psychiatric symptoms were stabilised, a person’s ability was restored.
One of those explained that a clinical improvement only was not a good indicator of
recovery from schizophrenia.

An absence of thought deficits such as delusions or hallucinations cannot be
used as the signs of recovery because as we know this mental disorder is not
completely cured.[Line 34-36]
Kara (P17), Female, 47 yrs, Nurse of a general hospital

The functional improvement that nurses suggested as indicators of recovery from
schizophrenia involved the improvement of personal abilities in three aspects.
Firstly, it included the improvement in the activities of daily living (ADLs). This
ability was assessed, initially and simply, after an episode of schizophrenia. Four
nurses reported that recovery from schizophrenia was characterised by the ability to
perform ADLs and social interaction. Noticeably, all of those were inpatient mental
health nurses, who commonly assessed a person’s ability to perform ADLs to
determine the degree of recovery from schizophrenia among inpatient mental health
clients.

Recovery for patients diagnosed with schizophrenia is indicated by the
patients’ ability to perform daily living activities with no need of help. It is
also marked by the patients’ improvement of social interaction. They start
chatting with others and participating in the group sessions provided by the
nurses. [Line 42-45]
Nadia (P12), Female, 49 yrs, Nurse of a general hospital

Secondly, the ability to be employed in productive or paid work was another key
element of functional improvement. After an episode of schizophrenia, recovery was
indicated by a return of a person’s ability to work or study as he/she had prior to
experiencing the illness. Seventeen nurses (P1-6, 9-14, 16-18, and 23-24) reported
that, for mental health clients living in a community, the ability to perform
productive work was a better indicator of recovery from schizophrenia than symptom
stabilisation. One nurse asserted that people living with schizophrenia had the ability
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to work as well as others, even though such an ability could be impaired by
psychiatric symptoms.

Some patients were accepted in their work performance even though they
were diagnosed with schizophrenia. Some of those may be excellent in
carving, drawing, or painting. After their mental illness, they created a
masterpiece that nobody could do6. Some of those worked as a manager after
illness. [Line 233-237]
Tim (P1), Male, 47 yrs, Nurse of a psychiatric hospital

Finally, the ability to participate in community activities was also included as an
element of functional improvement. The nurses considered that social life was a part
of being human; accordingly, a return of one’s social life formed a part of recovery
from mental illness. Four nurses (P1, 17-18, and 23) expected that people recovering
from schizophrenia were able to participate in social activities as members of the
community in which they lived, so they suggested a return to social participation was
an indicator of recovery.

Recovery for people with schizophrenia can be marked by that in community
people with schizophrenia are able to continue their roles as a member of
community or not. [Line 54-56]
Alina (P18), Female, 41 yrs, Nurse of a psychiatric hospital

4.3.3 The facilitators of recovery from schizophrenia
Regarding the facilitators of recovery from schizophrenia, nurse participants
suggested a number of factors that moved the progress of recovery forward, ranging
from internal to external factors. A thematic analysis of the nurses’ comments
identified two main facilitators of recovery: personal facilitators and environmental
facilitators.

6

The nurse mentioned the skills of handcraft because the area whereby the hospital was located was
well known as a centre of handicraft products in Thailand.
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1) Personal facilitators
Nurses reported that the process of recovery from schizophrenia was facilitated by
some personal psychological factors. All nurses explained that psychological factors
were very important because these factors helped people with a diagnosis of
schizophrenia develop and maintain their recovery. These factors varied from person
to person, resulting in a difference in the patterns and degrees of recovery. From the
nurses’ comments, three psychological factors were identified: illness acceptance,
hope, and treatment adherence.
Firstly, understanding and accepting the situation of schizophrenia was a personal
factor that the nurses considered an important facilitator of recovery. Most of the
nurses (n = 21, except P, 1, 22, and 24) explained that people living with
schizophrenia needed to understand and accept their mental illness; otherwise, their
recovery was not initiated. They explained that understanding the situation of mental
illness helped people to accept it and adjust themselves for the goal of recovery.
Eight of those (P11-12, 15-19, and 23) explained how an acceptance of the illness
worked in the process of recovery; for example:
I think the first factor to promote recovery from schizophrenia is the
acceptance of mental illness. It helps patients understand the situation of
mental illness as well as its treatments. Also, it helps them follow our
suggestions and change their living for preventing a symptom relapse.
[Line 31-32]
Laura (P11), Female, 32 yrs, Nurse of a psychiatric hospital
However, nurses reported that not all people were able to understand and accept their
mental illness because an individual’s understanding and acceptance of the mental
illness was affected by education. Fourteen nurses (P2-4, 8-10, 12-14, 16-17, 19, 21,
and 23) explained that the level of education was positively related to an acceptance
of the illness. They believed that people with a high level of education tended to
understand their mental illness.
Patients with a high level of education can understand their mental illness.
They tend to follow our suggestions. It could be that high education enables
them to be broad-mined so it is easy to accept nurse’s suggestions.
[Line 42-44]
Amy (P8), Female 43 yrs, Community mental health nurse
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Secondly, hope was another personal factor that the nurses suggested as a facilitator
of recovery from schizophrenia. With hope for a better life, people tended to have a
high level of self-responsibility that helped them to recover from schizophrenia. Four
nurses (P10-11, 15, and 18) reported that hope worked as a person’s motivation to
strive for recovery from the mental illness.
Hope can promote a recovery. With hope or meaning in life, people will
make themselves to be healthy and to achieve their life goals. [Line 74-76]
Gary (P10), Male, 32 yrs, Community mental health nurses

Finally, nurses suggested adherence to treatment as a facilitator of recovery from
schizophrenia. Four nurses (P1, 19-20, and 24) reported that treatment or therapeutic
interventions prescribed by mental health professionals were important in helping
people develop and maintain recovery from schizophrenia. People diagnosed with
schizophrenia needed to adhere to prescribed treatment in order to prevent the
relapse of psychiatric symptoms and to maintain recovery. One nurse clearly
explained adherence to treatment as follows:
I can explain treatment adherence that clients are cooperative with us, and
follow our suggestions. For example, in the hospital they continue taking
prescribed medication and join group activities provided by the nurses.
[Line 30-32]
Tina (P24), Female, 50 yrs, Nurse of a psychiatric hospital

2) Environment facilitators
In addition to personal facilitators, recovery from schizophrenia was promoted by
some environmental factors. These factors involved the context or environment in
which people living with schizophrenia resided. All nurses reported that contextual
factors were very important for helping people with schizophrenia develop and
maintain their recovery. They made a number of comments highlighting
environmental facilitators of recovery from schizophrenia. From the nurses’
comments, two environmental factors were identified: a supportive environment and
accessibility to mental health services.
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A supportive environment was the factor that all nurses suggested as a facilitator of
recovery from schizophrenia. Nurses reported that people living within a supportive
environment gained help and support from others so they recover well. They noticed
that people who lived in a supportive environment tended to recover from their
mental illness better and quicker than those without a supportive environment.
Nurses further explained that people living with schizophrenia gained support from
two sources, family support and community support.
A supportive family was considered an important source whereby people living with
schizophrenia gained help and support for their recovery. All nurses reported that a
supportive family was important for people living with mental illness. One nurse
(P23) considered it as a wonderful drug that was more effective for people living
with mental illness than professional interventions. Nurses viewed a supportive
family as an important source of emotional support. Eleven nurses (P1, 6-10, 13, 15,
17, 19, and 21) explained that the family was a crucial source for emotional support,
which helped people relieve distresses caused by the mental illness. In addition, with
love and care from the family, recovery from schizophrenia could occur.
Family is the most important factor that helps people to recover from mental
illness. Within a supportive family, people with mental illness are treated
with love and care so they can develop a good recovery. [Line 51-53]
Linda (P2), Female , 29 yrs, Nurse of a general hospital

Besides the family, people diagnosed with schizophrenia gained help from a
supportive community in which they lived. Nurses considered that social support was
important because it facilitated social inclusion, acceptance and recognition of people
living with mental illness as a community member. Thirteen nurses (P1, 4, 7, 10, 1213, 15, 17-18, 21024) commented that people with mental illness were able to
develop their recovery within a supportive environment where people had a
willingness to support them.
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A supportive community is important. If people with schizophrenia are living
in a community, where people understand and are willing to give support,
they can develop a good recovery. [Line 39-40]
Tina (P24), Female, 50 yrs, Nurse of a psychiatric hospital

In addition to a supportive environment, good access to mental health services and
optimal treatment was another environmental factor that promoted recovery from
schizophrenia. Six nurses (P1, 3, 10, 14-15, and 22) reported that people recovering
from mental illness needed help from mental health professionals. Those with a
greater opportunity to access mental health services tended to have a higher level of
recovery. Nurses highlighted an effective transferral system as a facilitator of
recovery. As mental health services within the country have been integrated into
general public health services, an effective transferral system was necessary for
people diagnosed with schizophrenia to access the mental health services.

An effective transfer system can promote the process of recovery because it
helps patients access mental health services timely. As a result, they can get
an optimal treatment, and develop their recovery from mental illness.
[Line 45-47]
Mary (P14), Female, 44 yrs, Nurse of a psychiatric hospital

Not only did good access to mental health services facilitate recovery from
schizophrenia, optimal treatment played a key role in developing the process of
recovery. Eleven nurses (P1, 3-4, 6, 12-15, 17, 20, and 23) reported that recovery
from mental illness required optimal treatment, especially during an initial phase of
the process of recovery. With optimal pharmacotherapy, the symptoms of
schizophrenia were stabilised. In addition, effective psychosocial interventions
helped people develop and maintain their recovery.

Treatment is important to promote the process of recovery. In an early phase,
mentally ill patients need some psychiatric medication to relieve their
psychiatric symptoms. After their symptoms are stabilised, they may need
some psychosocial interventions such as psychotherapy or social skills
training. Finally, they develop the process of recovery. [Line 73-78]
Tim (P1), Male, 47 yrs, Nurse of a psychiatric hospital
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4.3.4 The barriers to recovery from schizophrenia
In addition to several facilitators of recovery, nurses mentioned some factors that
limited the person’s ability to recover from schizophrenia. A thematic analysis of the
nurses’ comments identified four factors that limited the process of recovery. The
four factors were categorised into two groups: personal barriers and environmental
barriers.

1) Personal barriers
Although recovery from schizophrenia was facilitated by the three personal factors
previously presented, it was limited by poor self-responsibility and illness-related
factors. Nurses reported that poor self-responsibility was a key personal barrier to
recovery from schizophrenia. They explained that self-responsibility was important
for people diagnosed with schizophrenia because it helped them to take control over
their life and aim for recovery. The nurses raised two concerns related to poor selfresponsibility. The first was alcohol consumption resulting in the relapse of
psychiatric symptoms. Eight nurses (P8, 9, 14, 16-17, 21, and 23-24) explained that
some people living with schizophrenia failed to control their alcohol consumption; as
a result, there was a relapse of psychiatric symptoms.

Some of my clients were transferred to their community. As a part of social
activities, they were invited to drink by some villagers. Finally, their
symptoms were relapsed. [Line 64-67]
Mary (P14), Female, 44 yrs, Community mental health

The second concern related to poor self-responsibility was a neglect in taking
psychiatric medication. Sixteen nurses (P1-2, 4-5, 7-9, 12-19, and 23) commented
that medication was important for people living with schizophrenia because it helped
stabilise psychiatric symptoms. Therefore, poor adherence to medication or
neglecting to take medication was considered a common cause for the relapse of
schizophrenia and a crucial barrier to recovery from the mental illness.

Neglecting to take prescribed psychiatric medication is a barrier to recovery
from mental illness. Medication can help patients keep a balance of
neurotransmitters so the symptoms of schizophrenia can be controlled. I
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found that patients who continued taking medication showed an improvement
of psychiatric symptoms; whereas, those, who neglected medication, had
worse symptoms. [Line 38-41]
Sally (P7), Female, 41 yrs, Nurse of a general hospital

Interestingly, the nurses suggested several causes that led people living with
schizophrenia to neglect their medication. The first reason for neglecting to take
psychiatric medication among people living with schizophrenia was due to the
person’s denial of the mental illness. Five nurses (P5, 7, 15, 18, and 23) commented
that people, who did not realise or accept their mental illness, tended to neglect
taking their medication as prescribed; as a result, there was a relapse of mental
illness. Accordingly, a denial of mental illness was claimed as a cause of poor
medication adherence as well as a barrier to recovery.

The denial of mental illness is one of the barriers to recovery from
schizophrenia. When people do not accept their mental illness, they tend to
stop taking psychiatric medication prematurely. As a result, their psychiatric
symptoms are relapsed. [Line 40-43]
Nancy (P23, Female, 48 yrs, Community mental health nurse

The second factor leading people living with schizophrenia to neglect taking
psychiatric medication was associated with the unwanted side effects of the
medication. Although the nurses accepted the importance of medication in
developing recovery from the mental illness, three nurses (P4, 7, and 17) were aware
that the unwanted effects of psychiatric medication could lead to non-adherence with
medication.

The side effects of medication can be a barrier to recovery. Many patients had
suffered from unwanted effects of psychiatric medication they took so they
desired to stop taking medication. After that, their symptoms were relapsed
[sic]. [Line 76-78]
Kara (P17), Female, 47 yrs, Nurse of a general hospital

The third reason for neglecting to take psychiatric medication among people living
with schizophrenia was associated with negative public attitudes towards mental
illness. Two nurses (P5 and 15) considered that negative attitudes towards mental
illness were another problem causing people to neglect taking the medication. Due to
87

stigma towards people with mental illness, people diagnosed with schizophrenia
attempted to hide their mental illness. One strategy they developed was the
avoidance of taking psychiatric medication when they were staying with others.
However, this strategy weakened the effectiveness of medication treatment, resulting
in the relapse of mental illness.
Some clients told me that they desired not taking psychiatric medication in
their workplace because they did not want their colleagues to know about
their mental illness. [Line 91-93]
Lisa (P5), Female, 50 yrs, Nurse of general hospital

In addition to poor self-responsibility, recovery from schizophrenia could be limited
by illness-related factors. Although recovery from schizophrenia was promoted by
several factors, the mental illness per se had a potential to limit the process of
recovery. Six nurses (P2, 4-5, 7-8, and 10) reported that the negative symptoms of
schizophrenia, such as apathy and social withdrawal, made recovery from
schizophrenia difficult. They noticed a difference in the progress of recovery among
people with positive symptoms to those with negative symptoms.

I found that patients with positive symptoms tended to develop the process of
recovery faster than those with negative symptoms. It could be patients with
negative symptoms were inert and isolated so it took a long time to develop
the process of recovery. In contrast, those with positive symptoms tended to
develop recovery well. [Line 79-83]
Gary (P10, Male, 32 yrs, Community mental health nurse

The persistence of the symptoms of schizophrenia was another illness-related factor
that negatively affected the progress of recovery. Seven nurses (P1-2, 8, 13, 17, and
21-22) commented that the persistence of the illness due to chronic schizophrenia or
untreated schizophrenia, led to a cognitive deficit and a slow progress of recovery.
People with chronic schizophrenia or persistent symptoms tended to develop
the process of recovery slowly. Some of those were unable to recover from
their mental illness. [Line 31-32]
Sarah (P22), Female, 41 yrs, Community mental health nurse
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2) Environmental barriers
In addition to personal barriers, nurses reported two environmental barriers that
limited the person’s ability to recover from schizophrenia. The main barrier was
associated with negative attitudes towards people with mental illness. Seventeen
nurses (P1-2, 4-12, 15-17, 19, and 21-22) commented that people living with
schizophrenia were stigmatised. Sometimes, they were excluded from the community
because of a belief that people with mental illness were insane and dangerous.
Stigma towards schizophrenia slowed the progress of recovery and also caused the
relapse of psychiatric symptoms.
Stigma towards mental disorders is a key barrier to recovery. When people
with a diagnosis of schizophrenia are labelled as an insane person, others do
not give them support. This can make them stressful and slow the process of
recovery. [Line 129-132]
Gary (P10), Male, 32 yrs, Community mental health nurse

This attitude [stigma] makes people with schizophrenia feel stressful and
develop psychiatric symptoms. [Line 109-110]
Kate (P6), Female, 48 yrs, Nurse of a general hospital

Another environmental barrier to recovery from schizophrenia was the fragmentation
of the mental health system. Five nurses (P6, 8, 10, and 21-22) raised the issue of
inadequate mental health services due to the fragmented health system. The nurses
considered that deinstitutionalisation, without providing an adequate mental health
service, was a barrier for people to maintain their recovery. One of those mentioned
the inadequate provision of home visits for people with a diagnosis of mental
disorder, especially in the transition from a hospital to the community.

As there is a policy of shorter hospitalisation, patients are treated and
transferred to the community so that they can be transferred to the community
as soon as possible. However, in a transition period, home visit is not
provided sufficiently. As a result, clients do not receive continuous care.
[Line 113-115]
Kate (P6), Female, 48 yrs, Nurse of a general hospital
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Meanwhile, four nurses (P8, 10, and 21-22) commented on the limited capability of
healthcare providers at the primary and secondary care levels to provide mental
health services. They considered that there was a lack of mental heath resources in
primary care units and district hospitals in terms of mental health professionals,
treatment protocols, and effective psychiatric medication. This limited the resources
for people diagnosed with schizophrenia to maintain their recovery.

According to a referral protocol, clients with a diagnosis of schizophrenia in
some areas firstly start getting mental health services from a district hospital
or a provincial hospital. However, mental health resources in such hospitals
are limited or insufficient. As a result, clients are not treated properly and
their symptoms get worse. Thus, a fragmented health system with poor
allocation of mental health resources is a barrier to recovery. [Line 51-56]
Mark (P21, Male, 31 yrs, Community mental health nurse

4.3.5 Nursing practices promoting recovery from schizophrenia
Thai mental health nurses used several nursing interventions to promote recovery
from schizophrenia. Nurses made a number of comments highlighting their practices
in relation to the promotion of recovery. Their comments indicated the importance of
mental health nurses as key people in facilitating recovery from schizophrenia in
both hospital and community settings. A thematic analysis of the nurses’ comments
identified four strategies that Thai nurses used to promote recovery from
schizophrenia: symptoms stabilisation, relapse prevention, emotional support, and
social inclusion.

1) Symptom stabilisation
Thai nurses promoted recovery from schizophrenia by emphasising nursing practices
to stabilise the symptoms of schizophrenia. Twenty nurses (except P3, 5, 7, and 21)
highlighted symptom stabilisation as the first priority in promoting recovery from the
mental illness. The nurses explained that nursing practices for symptom stabilisation
were the tasks that they undertook in collaboration with a psychiatrist. Specifically,
their practices were associated with somatic treatments prescribed by a psychiatrist.
Two main tasks were identified in relation to symptoms stabilisation: psychiatric
assessment and medication administration.
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Seventeen nurses (P4, 6, 9-20, and 22-23) explained that psychiatric assessment was
important because it was the first step in delivering nursing practices, whether in a
hospital setting or a community setting. Without an assessment, there was no
direction for nurses to deliver nursing intervention and the needs of clients would not
be addressed. The importance of psychiatric assessment as a part of the nursing
process, a process by which the nurses delivered care to clients, was clearly
explained by one nurse:
I started my nursing process by assessing clients. Observation and one-to-one
conversation were methods used for the assessment. Then, data obtained from
assessment were analysed to identify the client’s needs and nursing practices
were formulated to address the needs. After nursing cares were delivered,
there was an evaluation of nursing interventions to know if the client’s needs
were met. [Line 96-98]
Laura (P11), Female, 32 yrs, Nurse of a psychiatric hospital

In addition, nursing practice for symptom stabilisation was associated with
administrating medication prescribed by a psychiatrist. This practice was mentioned
by ten nurses (P2, 6, 8-9, 11, 13-14, 19-20, and 24), who all worked in inpatient
units. As previously explained, the nurses considered that medication treatment was
important in developing and maintaining recovery from mental illness. In an acute
inpatient unit, administrating medication under a psychiatrist’s prescription was a
nurse’s responsibility. The tasks of medication administration included ensuring that
the medication was taken, monitoring unwanted side effects, and improving
medication adherence.
About medication administration, I gave medication to patients as prescribed
by a doctor. In addition, I observed if patients suffered from side effects of
medication or not. If unwanted side effects were identified, I reported and
discussed with a doctor to adjust the dose of medication. I also gave
education about psychiatric medication to patients. [Line 86-89]
Mary (P14, Female, 44 yrs, Nurse of a psychiatric hospital
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2) Relapse prevention
Relapse prevention was another strategy that Thai nurses used to promote recovery
from schizophrenia. Twenty-three nurses (except P9) commented that nursing
practices for relapse prevention were important in helping people living with
schizophrenia maintain their recovery. Two strategies were reported as nursing
interventions for relapse prevention; enhancing medication adherence and providing
skills training.
Health education was the main activity that Thai nurses used to improve adherence to
medication. The nurses explained that people diagnosed with schizophrenia needed
to improve their understanding about medication treatment because it helped them to
have a good attitude towards medication and continue taking medication as
prescribed. The focus of health education were about the advantages of taking
antipsychotic medication, unwanted side effects, and strategies to deal with such
effects, as one nurse commented:
I informed patients about the advantage of prescribed medication, possible
side effects, and how to mange unwanted side effects. In addition, I trained
them how to prepare and take medication as instructed. I trained them many
times to ensure that they were able to do it themselves after a hospitalisation.
[Line 125-129]
Linda (P2), Female, 29 yrs, Nurse of a general hospital

The second nursing strategy to prevent the relapse of psychiatric symptoms was
skills training. Sixteen nurses (P1-6, 11-12, 14-16, 18, and 21-24) explained that to
prevent the relapse of psychiatric symptoms, people needed to improve the skills
necessary for managing their own living and the mental illness, such as stress
management and seeking help.

I trained clients to improve their necessary skills such as communication
skill, social skill, and stress management. [Line 99-100]
Mary (P14), Female, 44 yrs, Nurse of a psychiatric hospital
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3) Emotional support
Emotional support was another strategy that Thai nurses used to promote recovery
from schizophrenia. Sixteen nurses (P1-6, 8-9, 11, 14, 16-20, and 24) reported that
this intervention was very helpful for people diagnosed with schizophrenia because it
offered them an opportunity to release emotional distress due to the mental illness or
living conditions. Emotional support could be given individually or in a group.
Nurses gave emotional support by spending time engaged in therapeutic interaction.
After I completed routine tasks, I individually talked to clients in order to
help them improve their insight and understanding about their mental illness.
During our conversation, clients sometimes talked about their problems so I
helped them to find a solution. Although some problems were not solved,
clients had someone to listen to them. [Line 81-84]
Mary (P14, Female, 44 yrs, Nurse of a psychiatric hospital

Supportive group therapy was mentioned as another means of delivering emotional
support. Nurses explained that attending a supportive group therapy provided the
chances for people with schizophrenia not only to share personal experiences but
also to gain new learning and emotional support from others attending the group.

I provide a supportive group for clients. I think it was helpful for them. I took
8-12 clients to join in a group. During a group session, I encouraged them to
share their experience so that some of those might learn and get emotional
support from others. [Line 114-117]
John (P3), Male, 43 yrs, Nurse of a psychiatric hospital

4) Promoting social inclusion
The final strategy that Thai nurses used to promote recovery from schizophrenia was
the promotion of social inclusion. The nurses considered that a supportive
environment had a positive influence on the process of recovery so the promotion of
social inclusion was a helpful strategy to facilitate recovery. They mentioned two
strategies regarding the promotion of social inclusion: improving social skills of
people with schizophrenia and improving positive attitudes of other people towards
schizophrenia.
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Thai nurses promoted social inclusion among people diagnosed with schizophrenia
by improving their social skills. Thirteen nurses (P1, 5-6, 8, 12, 14, 16-20, 22, and
24) explained that social skills were very important for those people because it
enabled them to participate in social activities and seek help from others. The social
skills that people with schizophrenia needed to improve included communication
skills, such as; how to greet others, and how to seek help.

I suggested my patients join community activities. I told them that they
should not make trouble to others so people had positive views towards them.
In addition, they should offer help to others so people would support you in
return. [Line 150-152]
Alina (P18), Female, 46 yrs, Nurse of a psychiatric hospital

The improvement of family attitudes towards schizophrenia was another strategy to
promote social inclusion. Five nurses (P2-3, 10, 14, and 18) reported that there was a
need to improve family attitudes towards schizophrenia because most people
diagnosed with schizophrenia lived with their family. Families could be a source of
support; however, they could also be a source of stress leading people to relapse if
their family had negative views of mental illness. The nurses helped to improve
family attitudes by providing health education to the family, and a group discussion
between people diagnosed with schizophrenia and their family.
I provided opportunities for clients and their relatives to share experiences,
feelings, and needs. Some conflicts among them were discussed for good
solutions. I also informed the client’s relatives about the nature of mental
illness so that they understood and gave support to the clients.
[Line 134-138]
Alina (P18), 46 yrs, Nurse of a psychiatric hospital

Finally, social inclusion was promoted by improving public attitudes towards people
diagnosed with schizophrenia. Eight nurses (P2, 4-5, 10, 17-18, and 21-23)
considered that the public’s attitude towards schizophrenia needed to change and
become more supportive for people living with this mental illness. Providing
education about schizophrenia to people in the community was a strategy that nurses
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mentioned as the means to improve the public’s attitude and to promote social
inclusion.

I worked with community to improve people’s attitudes to mental illness. I
spent time to discuss with the neighbours of people living with schizophrenia
in order the change improve their attitudes. In addition, I provided a group
discussion and invited key persons in the community. Strategies to give
support and to prevent relapse for people with schizophrenia were discussed.
[Line 76-80]
Nancy (P23), Female, 48 yrs, Community mental health nurse

4.4 Discussion
This study involved a descriptive qualitative study investigating Thai mental health
nurses’ perceptions and nursing practices regarding recovery from schizophrenia.
Five themes were identified in relation to recovery from schizophrenia; 1) the
meaning of recovery, 2) the characteristics of recovery, 3) the facilitators of
recovery, 4) the barriers to recovery, and 5) nursing practices to promote recovery.
The main findings of this study will form the basis for the following discussion.

4.4.1 Thai nurses’ understanding about recovery from schizophrenia
It was apparent that Thai nurses had a traditional viewpoint about recovery from
schizophrenia. That is, they used a clinical model to explain recovery from the
mental illness. They considered that there were two states associated with recovery
from schizophrenia: a controllable state and a returnable state. While the first state
explained a state of symptom remission, the second was associated with a state of
regained functioning. In addition, the nurses reported clinical and functional
improvements as the characteristics of recovery. The notion of recovery from
schizophrenia as a state reflects the dominance of a clinical model on the
understanding of Thai mental health nurses (Davidson et al. 2005b, Kelly & Gamble
2005).
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The findings from the present study are supported by a qualitative study undertaken
in Hong Kong by Ng et al. (2008), which explored the understanding of psychiatrists
about recovery from schizophrenia. The study involved two focus groups of 12
psychiatrists, organised according to clinical experience. While the first groups
consisted of 6 young psychiatrists with less than 2 years of clinical experience,
participants in the second group were senior psychiatrists with around 5 to 6 years of
clinical experience. The findings revealed that both groups considered recovery from
schizophrenia in relation to an absence of relapse and a restoration to pre-morbid
levels of functioning. This indicates the favour of a medical model amongst mental
health professionals in Hong Kong, an Asian country close to Thailand.

However, the findings of the present study were inconsistent to that of other studies
in Western countries. In Canada, for example, Noiseux and Ricard (2008) used a
grounded theory approach to propose a theoretical explanation of recovery from
schizophrenia. The participants were 16 people diagnosed with schizophrenia,
5 family members, and 20 health professionals. The findings revealed that recovery
from schizophrenia was conceptualised as a seven-step process. It included;
1) experiencing schizophrenia as a descent into hell, 2) igniting a spark of hope,
3) developing insight, 4) activating the instinct to fight back, 5) discovering keys to
well-being, 6) maintaining a constant equilibrium between internal and external
forces, and 7) perceiving light at the end of the tunnel. These findings indicated that
in Western societies, where a recovery model has gained more acceptance than a
medical model, recovery from schizophrenia is conceptualised as an individual
striving process to have a greater well-being (Andresen et al. 2006, Roberts &
Wolfson 2004).

It can be concluded from the findings that the understanding that Thai mental health
nurses had about recovery from schizophrenia were consistent with a traditional
medical model rather than a recovery model as introduced by Anthony (1993). The
medical model considers recovery from mental illness as a return to a former state of
health before the illness (Davidson et al. 2005b, Jacobson & Curtis 2000, Kelly &
Gamble 2005); therefore, clinical and functional improvement was usually
mentioned as an indicator of recovery (Harrow et al. 2005, Liberman et al. 2002,
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Robinson et al. 2004, San et al. 2007). In contrast, a recovery model emphasises a
personal lifelong process to develop a stronger self and to establish new meaning and
purposes in life (Davidson et al. 2005b, Kilbride & Pitt 2006). Recovery based on
this model is more relevant to psychological conditions including hope, healing,
empowerment, and connection, rather than a return to a pre-morbid level (Jacobson
& Greenley 2001).

4.4.2 Factors involved in the recovery from schizophrenia
The findings of this qualitative study revealed that recovery from schizophrenia was
promoted by three personal factors: illness acceptance, hope, and adherence to
treatment. These findings were consistent with that of other studies (Hoffmann &
Kupper 2002, Jensen & Wadkins 2007, Smith 2000, Tooth et al. 2003). For example,
qualitative studies by Jensen and Wadkins (2007) and by Tooth et al. (2003) suggest
that understanding and accepting the mental illness is important in developing the
process of recovery. It helps people living with schizophrenia adjust their living for
recovery as well as to overcome the stigma. Meanwhile, hope as a facilitator of
recovery is identified by the studies of Smith (2000) and by Tooth et al. (2003).
Without hope, people might give up the effort to take control over their life, leading
to a failure to maintain recovery. In addition, Tooth et al. (2003) also suggest
adherence to treatment as a facilitator of recovery. Recovery from mental illness
requires people to adhere to treatment for relapse prevention so adherence to
treatment is necessary even when recovery is achieved.

Furthermore, the findings indicated that recovery from schizophrenia was facilitated
by a supportive environment. This facilitator has been reported by other studies
(Jensen & Wadkins 2007, Smith 2000). For example, a qualitative study by Smith
(2000) reports that a group of supportive people is a critical factor helping people
develop a recovery from mental illness. Supportive people mentioned by Smith
(2000) include family members, friends, mental health professionals, and any others
who support people living with mental illness. Accordingly, environmental factors
are critical factors in the recovery from schizophrenia.
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The findings of the present study also indicated some personal factors as barriers to
recovery from schizophrenia. These factors were poor self-responsibility and
negative symptoms. Although there were many factors promoting recovery from
mental illness, recovery would not be achieved unless people had a sufficient level of
self-responsibility. In the process of recovery, people must take personal
responsibilities for their own self-care and management for the goal of recovery
(Bellack 2006). Several studies also report that self-responsibility is a critical
facilitator of recovery from mental illness (Smith 2000, Tooth et al. 2003). Aside
from poor self-responsibility, recovery can be limited by negative symptoms, such as
withdrawal behaviour and apathy. Hoffmann and Kupper (2002) undertook a crosssectional study of 75 patients diagnosed with schizophrenia and categorised
participants into two groups: recovered and non-recovered participants. It was found
that a group of mental health clients with good recovery from schizophrenia tended
to have less negative symptoms than those with less favourable recovery outcomes.
The researchers explained that negative symptoms negatively affected the process of
recovery. Therefore, poor-self responsibility and negative symptoms are considered
barriers to recovery from schizophrenia.

Environmental factors were also identified as barriers to recovery from
schizophrenia. The present study revealed that stigma towards schizophrenia and the
fragmentation of mental health services could limit a person’s ability to recover from
their mental illness. These findings were supported by several studies (Jensen &
Wadkins 2007, Smith 2000, Tooth et al. 2003). According to qualitative studies by
Smith (2000) and by Tooth et al. (2003), both internal and external stigma towards
mental illness was reported as a factor hindering the process of recovery. In addition,
a study by Smith (2000) suggests limited access to mental health services as one of
the barriers to recovery. Although Smith suggests that the problem of limited
accessibility is related to a lack of financial support, it can be caused by the
fragmentation of mental health services. Haddad and Knapp (2000) explain that
promoting recovery from schizophrenia requires the involvement of multiple
agencies and professionals. However, different institutional policies and poor service
coordination, may contribute to the fragmentation and poor coordination of mental
health services.
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From an analysis of the data in this study, it was evident that Thai nurses tended to
undervalue the importance of some personal factors such as hope, empowerment,
self-determination, and connection. These factors are strongly suggested as key
elements in the promotion of psychological recovery from mental illness (Farkas
2007, Farkas et al. 2005, Gillam 2006, Kylma et al. 2006, O' Connor & Delaney
2007, Warner 2009). This evidence indicates that the nurses had insufficient
knowledge about the concept of psychological recovery. In addition, there is a lack
of resources around the concept available within the country, leading to the failure by
Thai mental health nurses to consider such factors as facilitators of recovery from
schizophrenia.

4.4.3 Nursing practices to promote recovery from schizophrenia
The findings from this study indicated that Thai mental health nurses used four
strategies to promote recovery from schizophrenia. Firstly, they emphasised their
nursing practices for stabilising the symptoms of schizophrenia. This strategy
involved client assessment and medication management. The role of mental health
nurses related to psychiatric assessment and medication management have been
reported in several studies (Cowman et al. 2001, Fourie et al. 2005, Huang et al.
2008, McCardle et al. 2007, Zeeman et al. 2002). In an inpatient setting, for example,
Cowman et al. (2001) used a descriptive qualitative study to explore the role and
function of inpatient mental health nurses. Data were collected from nonparticipative observations among 19 nurses and the activity logs of 57 nurses. The
findings identified patient assessment and medication management as the main roles
of inpatient nurses. In a community setting, Huang et al. (2008) used semi-structured
interviews among 29 community mental health nurses to explore the roles and
functions of public health nurses in caring for people with schizophrenia. The
researchers reported that community mental health nurses played key roles in
assessing needs and problems of the clients as well as helping them to continue
taking prescribed medication. Accordingly, mental health nurses both in hospital and
community settings emphasise nursing care for symptom stabilisation.
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Secondly, Thai mental health nurses reported that they promoted recovery from
schizophrenia by emphasising their nursing practices for relapse prevention. This
nursing strategy involved enhancing medication adherence and improving the skills
necessary for people to prevent the relapse of schizophrenia. The nurses reported
giving education about medication to facilitate medication adherence. This finding is
supported by a study by Happell et al. (2002), who used four focus groups
comprising 22 mental health nurses to investigate their roles in enhancing medication
adherence among people diagnosed with mental illness. The findings revealed that
mental health nurses facilitated medication adherence by educating those people
about medication. Regarding skills training, both studies by Cowman et al. (2001)
and Huang et al. (2008) reported mental health nurses took a role as an educator who
provided health education or skills training for preventing the relapse of
schizophrenia. Therefore, relapse prevention is a part of nursing care for people
living with schizophrenia.

Thirdly, Thai mental health nurses reported that they promoted recovery from
schizophrenia by providing emotional support. The nurses considered that people
diagnosed with schizophrenia had suffered from emotional distress caused by the
mental illness, family members, and mental health services so emotional support was
necessary in helping them to relieve such distress. The role of mental health nurses in
relation to emotional support has been reported in two studies (Cowman et al. 2001,
Huang et al. 2008). A study by Cowman et al. (2001) reported that nurse-patient
interaction is considered the core of psychiatric and mental health nursing because
nurses use this intervention for several purposes, ranging from social to therapeutic
purposes. This is supported by a study by Huang et al. (2008), who considered that
the role of mental health nurses included providing emotional support. Therefore,
emotional support is considered important mental health care for people with
schizophrenia. (Huang et al. 2008)

Finally, Thai mental health nurses reported that they promoted recovery from
schizophrenia by enhancing social inclusion. In order to provide a supportive
environment for people diagnosed with schizophrenia, nurses emphasised their
nursing practices to promote a more positive attitude towards schizophrenia among
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family members and others in the community. Meanwhile, people with schizophrenia
were trained to improve social skills so that they could develop interpersonal contact
with others in the community. A study by Huang et al. (2008) reports that the roles of
mental health nurses in caring for people living with schizophrenia include
harmonising interactions and conflicts between those people and their family, and
helping them to live in the community. The role of the mental health nurse in
promoting social inclusion among people living with schizophrenia is also suggested
in several other studies (Lloyd et al. 2006, Stickley 2005).

Based on the responses by the nurses in this study, it is clear that Thai mental health
nurses failed to perform advanced nursing practices, especially psychosocial
interventions to promote psychological recovery. Although over a half of the nurses
(n = 15) were trained in advanced mental health nursing, their nursing practices were
associated with assessment, medication management, providing education, and
emotional support. Such practices were considered less expansive than that expected
from advanced mental health nurses. Allen (1998) defines these roles as the normal
nursing practice roles, which include conducting psychiatric assessment, providing
education about psychiatric diagnosis and treatment, and helping in symptom
management. These roles are considered basic roles of mental health nurses.
According to Daly and Carnwell (2003), the roles of mental health nurses reported in
the present study were considered role extension rather than role expansion. Role
extension is described as the inclusion of particular roles or responsibilities that were
not previously considered the roles of nurses, but of other professionals such as
doctors. Meanwhile, role expansion is associated with a special role enhanced by
additional skills and responsibilities that give the nurses greater autonomy and
accountability while maintaining the core element of nursing practices.

The findings of the present study indicated that Thai mental health nurses failed to
foster hope and self-determination, which are suggested as key success factors in
promoting psychological recovery from mental illness (Smith 2000, Till 2007, Tooth
et al. 2003, Young & Ensing 1999). Several authors suggest that mental health
practice to promote psychological recovery is associated with promoting strength,
hope, empowerment, and self-responsibility (Dorrer & Schinkel 2008, Roberts &
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Wolfson 2004, Shanley & Jubb-Shanley 2007, Till 2007, Warner 2009). A study by
Kirkpatrick (2001) indicates that mental health professionals can help people
diagnosed with schizophrenia gain hope in several ways, such as helping them find a
meaning in life, promoting the experience of success, and encouraging them to take
responsibility for their own life. Meanwhile, McCann and Clark (2004) suggest that
nurses can enhance self-determination among people with schizophrenia by
educating them to improve their knowledge, attitudes, and behaviours so that they
can have high self-efficacy to take control over their life. With respect to the present
study, although Thai mental health nurses delivered health education and therapeutic
interaction, these interventions served to control the symptoms of schizophrenia and
give emotional support, rather than promote hope, empowerment and selfdetermination.

Four possible constraints limit Thai nurses’ ability to promote hope and selfdetermination. Firstly, the nurses had insufficient knowledge and skills in delivering
advanced psychosocial interventions. The exploratory studies by Paogantraragorn et
al. (2006) and Sukwong (2004) show that Thai mental health nurses, both in hospital
and community settings, had insufficient knowledge and skills for delivering
psychosocial interventions. Meanwhile, practice guidelines regarding the promotion
hope and empowerment are not provided for Thai mental health nurses, despite the
importance of nursing guidelines for nursing care delivery (Cleary et al. 2005).
Accordingly, without sufficient knowledge and clear guidelines, the ability of Thai
mental health nurses to promote hope and self-determination is limited.

Secondly, Thai mental health nurses had insufficient knowledge about psychological
recovery so their nursing practices emphasised symptom stabilisation and relapse
prevention, rather than the promotion of self-determination for psychological
recovery from mental illness. Dorrer and Schinkel (2008) state that mental health
workers, who lack knowledge and experiences regarding a recovery model, may find
it difficult to deliver recovery-oriented nursing practices. This statement clearly
explains the limited ability of Thai mental health nurse to incorporate a recovery
approach into their nursing practices for promoting psychological recovery from
schizophrenia.
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Thirdly, nursing practices of Thai mental health nurses to promote psychological
recovery from schizophrenia have been limited by some contextual factors, such as
deinstitutionalisation and a lack of mental health resources. In Thailand, there is a
policy to decrease the length of stay in hospital of clients diagnosed with a chronic
mental illness (Anders et al. 2003, Lalitanatpong 2005). This makes difficulties for
Thai mental health nurses, especially those working in acute inpatient settings, to
provide psychosocial interventions for promoting psychological recovery (Crowe &
Luty 2005, Happell et al. 2002, Mullen 2009). In community, there is a lack of
mental health resources and staff (WHO & Ministry of Public Health 2006), which
also limits the ability of community mental health nurses to promote psychological
recovery from schizophrenia.

Finally, the limited ability of Thai mental health nurses to deliver recovery-oriented
nursing practices is associated with the influence of the traditional medical model on
the Thai mental health system and mental health nursing. The influence of a medical
model on the Thai mental health system is indicated by a study of Lambert et al.
(2003), who report a heavy use of pharmacotherapy within Thai mental health
services. As a biomedical model is traditionally considered a core component in
mental health practices, mental health nursing is under its dominance (McAllister &
Walsh 2003, Rydon 2005, Shanley et al. 2003). From an illness-oriented perspective,
nursing practices based on a medical model emphasise symptom remission and
relapse prevention rather than the promotion of a person’s growth and psychological
recovery (Crown 2006, Roberts & Wolfson 2004, Smith & Bartholomew 2006, Till
2007). Therefore, working within a medical-oriented environment, the nursing
practices of Thai mental health nurses related to promoting psychological recovery
from schizophrenia are relatively limited.

4.5 Conclusion
This chapter reports the findings of a descriptive qualitative study. The study aimed
to explore how Thai mental health nurses viewed recovery from schizophrenia and
how they promoted recovery from schizophrenia. Data were collected using semistructure interviews with 24 mental health nurses, which included 9 inpatient mental
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health nurses of a psychiatric hospital, 8 inpatient mental health nurses of 2 general
hospitals, and 7 community mental health nurses. Data were analysed using a 5-step
thematic analysis.
Thai mental health nurses viewed recovery from schizophrenia as an endpoint of
recovery from schizophrenia. It involved two states: controllable and returnable.
While the first state was described as the state of symptom stabilisation, the other
was the state of regaining functioning, and was characterised by clinical and
functional signs. Several factors were suggested as facilitators of recovery, such as
illness acceptance, hope, adherence to treatment, a supportive environment, and
accessibility to mental health services. Meanwhile, some factors were considered key
barriers to recovery such as poor self-responsibility, illness-related factors, stigma,
and fragmented mental health services.

Thai mental health nurses used four main strategies to promote recovery from
schizophrenia. They emphasised their nursing practices for stabilising and preventing
the symptoms of schizophrenia. Several nursing interventions were mentioned such
as patient assessment, medication administration, skills training, and health
education. In addition, they delivered emotional support in order to help clients
release emotional distress caused by the mental illness. Finally, promoting social
inclusion was another strategy that the nurses used to promote a client’s recovery.

Although the nurses’ responses would seem to suggest that they think they are
delivering recovery-oriented nursing practices, a critical analysis of their responses
revealed that they are still following the medical model. It could be argued that this is
related to insufficient knowledge amongst Thai nurses about the recovery philosophy
and the mental health system that is governed by the medical model.
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CHAPER 5
CROSS-SECTIONAL STUDY
5.1 Introduction
This chapter presents the findings of a cross-sectional study aiming to examine the
level of knowledge, attitudes, and nursing practices regarding a recovery model
among Thai mental health nurses. In addition, there was an examination of the
factors influencing Thai nurses’ recovery-oriented knowledge, attitudes, and nursing
practices. The impacts of the four following factors were emphasised: the level of
education, advanced training in psychiatric and mental health nursing, service level,
and work setting. To investigate their influences, four hypotheses were formulated as
follows.

1. Nurses with higher levels of education in mental health will have knowledge,
attitudes, and practices more consistent with a recovery model.
2. Nurses who completed a training programme in advanced psychiatric and
mental health nursing will have knowledge, attitudes, and practices more
consistent with a recovery model than those who did not complete the
training programme.
3. Nurses who worked at a tertiary care level, which provides specialised and
intensive psychiatric care, will have knowledge, attitudes, and practices more
consistent with a recovery model than those working at primary and
secondary levels.
4. Nurses in acute inpatient psychiatric units will have knowledge, attitudes, and
practices more consistent with a recovery model than those in outpatient and
community settings.

The chapter has been organised into three main sections. The first section presents
the sample description including response rate and characteristics classified by; age,
gender, educational background, training in advanced psychiatric and mental health
nursing, experience in the mental health area, service level, and work setting. The
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second section presents the results of statistical analyses as well as the examination
of research hypotheses. In the third section, research findings are critically discussed
in relation to other studies. Finally, the conclusion of the chapter is presented.

5.2 Sample description
5.2.1 Demographic characteristics
The sample was diverse in terms of gender and age. A descriptive analysis indicated
that the sample had an average age of 39.59 years (SD = 7.68). As presented in Table
5.1 the majority were in the 41 to 50 year age range (43.1%), followed by nurses
aged 31-40 years (33.2%). Most of the sample was female (83.2%)

5.2.2 Educational background
In Thailand’s public health system, although registered nurses are required to
graduate with a Bachelor of Nursing, nurses who work in the mental health area may
receive additional education in various areas depending on the job specification.
Those who work in acute psychiatric units, for instance, are required to complete a
Master of Advanced Psychiatric and Mental Health Nursing. A Master of Mental
Health or Counselling Psychology is necessary for those who work in the area of
mental health promotion. In addition, some of those are required to complete a
Master of Nursing in another specialty, such as nursing administration or community
nursing, due to their job specification as a nurse manager or a community nurse.

In this study, the nurses were categorised into three groups according to their
educational background. These were groups of nurses with a Bachelor of Nursing,
those with a Masters in Mental Health, and those with a Masters not related to mental
health. As described in Table 5.1, the majority of nurses who responded in this study
reported having a Bachelor of Nursing as the highest level of education (69.7%), and
25.8% had completed a Masters related to a mental health area.
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Table 5. 1
Demographic characteristics
Characteristics

Frequency %

Gender
Male
Female

80
396

16.80
83.20

Age group (mean = 39.59, SD = 7.68)
20 – 30 yrs
31 – 40 yrs
41 – 50 yrs
51 – 60 yrs

81
158
205
32

17.00
33.20
43.10
6.70

Highest education level
Bachelor of nursing
Masters related to mental health
Masters not related to mental health

332
123
21

69.70
25.80
4.40

Training in advanced psychiatric and
mental health nursing
Yes
No

268
208

56.30
43.70

Work period in mental health services
(mean = 14.03, SD = 8.61)
1 – 10 years
11 – 20 years
21 – 30 years
Over 31 years

208
129
129
10

43.70
27.10
27.10
2.10

Service level
Primary care level
Secondary care level
Tertiary care level

40
104
332

8.40
21.80
69.70

Work setting
Acute inpatient setting
Outpatient setting
Community setting

305
57
114

64.10
12.00
23.90

Note: N = 476
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In addition, in Thailand’s mental health system, nurses who work in mental health
services need to train in a specialty of mental health nursing. There is a four-month
training programme in advanced psychiatric and mental health nursing. This
programme is mainly organised by the Department of Mental Health (DMH) in order
to increase the number of mental health nurses. The trainees are recruited from
registered nurses who are assigned to work in the mental health area of each hospital,
and they receive this special training from a psychiatric hospital under the DMH
located in each region throughout the country.

In this study, the nurses were categorised into two groups according to their training
in advanced psychiatric and mental health nursing. These two groups were trained
(56.3%) and untrained (43.7%) nurses in advanced psychiatric and mental health
nursing.

5.2.3 Period of work experience in mental health service
Nurses who responded in this study had a wide range of time working in mental
health. The average length of time working in mental health services was 14.03 years
(SD = 8.61), and ranged from 1 to 48 years. As presented in Table 5.1, 43.7% of the
nurses worked in mental health services for the period of 1-10 years.

5.2.4 Work environment
In Thailand’s mental health system, there are three levels of mental health services,
parallel to public health services. Because of a policy of de-institutionalisation,
mental health services in Thailand are integrated into public health services at three
service levels: primary, secondary, and tertiary levels. At the primary level, mental
health services are delivered by community nurses of primary care units located in
each community. Meanwhile, general practitioners of general or provincial hospitals
usually deliver the services at the secondary level, and at the tertiary level, the
services are accessible through a psychiatric hospital, where mental health
specialists, such as psychiatrists, mental health nurses and clinical psychologists
deliver treatment and psychosocial interventions. However, there is a referral system
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so that mental health clients with complicated symptoms are transferred across levels
to address their individual treatment needs.

Nurses who responded in this study worked in different service levels. According to
Table 5.1, the majority of respondents worked at a tertiary level (69.7%). Meanwhile,
21.8% of those worked at a secondary level, and 8.4% were at a primary level.

In addition, in Thailand, mental health nurses are assigned to work with people
diagnosed with schizophrenia in various settings, according to the organisational
structure, mental health resources, and quantity of nursing staff. In the rural area, for
instance, nurses in primary care units are assigned to visit those people in the
community, especially those with unmet needs and a risk of relapse. For some
general or provincial hospitals where there is sufficient nursing staff, there is the
provision of outpatient units with full-time nursing staff. However, a large number of
mental health nurses work in acute inpatient units in psychiatric hospitals. As
presented in Table 5.1, the majority of respondents worked in an acute inpatient unit
(64.1%). Meanwhile, 23.9% of those worked in a community setting, and 11% were
in outpatient units.

5.3 Results
5.3.1 Thai nurses’ knowledge about psychological recovery
In this study, the nurses’ understanding about psychological recovery from mental
illness was measured by the Recovery Knowledge Inventory (RKI) (Bedregal et al.
2006). The findings of statistical descriptive analysis including mean score and
standard deviation are presented in Table 5.2.
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Table 5. 2
Mean score and Standard Deviation of the RKI
Variables

Mean

SD

Total score

2.60

0.39

Role and responsibilities in the recovery process

3.41

0.64

Non-linearity of the recovery process

2.08

0.57

Roles of self-definition and peers in recovery process

1.98

0.60

Expectation regarding recovery

2.83

0.95

Note: Scores range from 1 (strongly disagree) to 5 (strongly agree).
Low scores reflect less ‘Recovery Knowledge’.

Thai mental health nurses had a moderate level of understanding about psychological
recovery from mental illness. This was determined by a mean score (M = 2.60,
SD = .39) on the overall RKI. This score was about the midpoint of the possible
scores which ranged from 1 to 5, suggesting that Thai nurses slightly disagreed with
items related to psychological recovery.
With regard to the subscales of the RKI, Thai nurses obtained the highest mean score
of 3.41 (SD = .64) on the component of role and responsibilities in the recovery
process. This indicates that the nurses slightly agreed with the roles and
responsibilities of each party (i.e. health professionals and people with mental
illness) in the treatment and rehabilitation process. Meanwhile, they reported the
lowest mean score (M = 1.98, SD = .60) on the subscale of roles of self-definition
and peers in the recovery process. This indicates that Thai nurses disagreed with the
roles of personal identity and peer support in the process of psychological recovery.

To further seek understanding of Thai nurses about psychological recovery,
responses on individual items were inspected. Mean score of each item and the
percentage of responses rated on each scale of individual items are presented in
Appendix K. The high percentage of nurses who agreed or disagreed to each item
can reflect the understanding about the concept of psychological recovery.
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According to an inspection of responses on individual items, there are four aspects
about the Thai nurses’ perception about recovery from mental illness. Firstly, the
nurses tended to consider recovery from mental illness in relation to symptom
remission rather than an individual process. This was indicated by the high
percentage of respondents agreeing to items 15 and 16. Specifically, 79.84% of the
nurses agreed to item 15 (recovery is characterised by a person making gradual steps
forward without major steps back), and 84.46% of the nurses agreed to item 16
(symptom reduction is an essential component of recovery).

Secondly, Thai nurses overlooked the role of self-redefinition as an essential
component in the process of psychological recovery from mental illness. This was
indicated by a high response disagreeing to items 8 and 12. To illustrate, 92.44% of
the nurses disagreed to item 8 (the pursuit of hobbies and leisure activity is important
for recovery), and 91.38% of those disagreed to item 12 (defining who one is, apart
from his/her illness/condition, is an essential component of recovery).

Thirdly, Thai nurses underestimated the competence of people to achieve
psychological recovery. This was reflected by responses to items 17 and 20.
Specifically, over two-thirds of nurses (79.2%) agreed that expectations and hope for
recovery should be adjusted according to the severity of a person’s illness/condition
(item 17). This indicates that nurses tended to underestimate a person’s ability to
establish hope for their recovery. In addition, 89.35% of those disagreed to item 20
(other people who have a serious mental illness can be as instrumental to a person’s
recovery as mental health professionals). This suggests that the ability of people with
mental illness to support other’s personal recovery was underestimated by the nurses.

Finally, Thai nurses considered treatment adherence as an essential component for
recovery from mental illness. This was reflected by a response to items 14 and 19.
Regarding item 14, 82.35% of the nurses agreed with this item (there is little that
professionals can do to help a person recover if he/she is not ready to accept his/her
illness or need for treatment). In addition, the majority of nurses (91.6%) agree to
item 19, (the more a person complies with treatment, the more likely he/she is to
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recover). The response to these two items suggests that the nurses preferred mental
health clients adhere to treatment prescribed by them.

In addition to an investigation of the level of Thai nurses’ knowledge about
psychological recovery, there were comparisons of the level of recovery knowledge
between Thai nurses and mental health professionals from other countries. The
literature review identified three studies utilising the RKI (Bedregal et al. 2006,
Cleary & Dowling 2009, Meehan & Glover 2009), as summarised in Table 5.3. Data
were selected from mental health professionals who completed questionnaires before
attending a training programme. These characteristics were consistent with the Thai
samples for purposes of comparison.

Table 5. 3
Summary of three selected studies using the RKI

Author
(year)

Origin

Aims

Samples

Bedregal et al.
(2006)

USA

To develop the Recovery Knowledge
Inventory (RKI)

144 mental health
staff

Meehan et al.
(2009)

Australia

To examine the effectiveness of a
consumer-led recovery training
programme, using the RKI

114 mental health
staff a

Cleary et al.
(2009)

Ireland

To examine the knowledge and
attitudes towards the concept of
recovery, using the RKI

130 mental health
professionals

Note: a) Samples reported here were the group of participants before attending a training
programme.

Independent t-tests across studies were used to compare the level of recovery
knowledge between the Thai nurses and mental health professionals from USA
(Bedregal et al. 2006), Australia (Meehan & Glover 2009), and Ireland (Cleary &
Dowling 2009). To control for Type-I-error, a Bonferroni adjusted p-value of 0.004
was used (Brown 2008). The findings of comparisons across studies are presented in
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Table 5.4. The comparisons indicated there was a significant difference in mean
scores of the RKI between groups of Thai nurses and mental health professionals
from other countries. Specifically, Thai mental health nurses reported significantly
lower levels of knowledge about psychological recovery than professionals from
USA, Australia, and Ireland.

Table 5. 4
T-test comparisons of recovery knowledge between Thai nurses and professionals
from other countries
Independent t-test across studies 1
Mean

SD

Thailand (n = 476)

2.60

0.39

Australia (n = 114)

3.51

0.43

Mean
difference

SE

95% of CI

tdifference*

-0.91

0.04

-1.00 to -0.82

-20.65*

Overall RKI

Factor 1: Roles and responsibilities in the recovery process
Thailand (n=476)

3.42

0.64

Australia (n = 114)

3.95

0.43

-0.53

0.05

-0.63 to -0.43

-10.64*

USA (n = 144)

3.88

0.71

-0.46

0.07

-0.59 to -0.33

- 6.97*

Ireland (n = 127)

3.79

0.69

-0.37

0.07

-0.50 to -0.24

- 5.45*

Factor 2: Non-linearity of the recovery process
Thailand (n=476)

2.08

0.57

Australia (n = 114)

3.04

0.70

-0.96

0.07

-1.10 to -0.82

-13.60*

USA (n = 144)

2.78

0.74

-0.70

0.07

-0.83 to -0.57

-10.45*

Ireland (n = 127)

2.80

0.69

-0.72

0.07

-0.85 to -0.59

-10.82*

Note: All comparisons are between Thai nurses and mental health professionals from USA (Bedregal
et al. 2006), Ireland (Cleary & Dowling 2009), and Australia (Meehan & Glover 2009).
1
Online analysis at http://www.quantitativeskills.com/sisa/statistics/t-test.htm
* Significant at Bonferroni adjusted p-value of .004
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Table 5.4 (cont.)
T-test comparisons of recovery knowledge between Thai nurses and professionals from
other countries
Independent t-test across studies
Mean

SD

Mean
difference

SE

95 % CI

tdifference*

Factor 3: Roles of self-determination and peers in the recovery process
Thailand (n=476)

1.98

0.60

Australia (n = 114)

4.13

0.38

-2.15

0.05

-2.24 to -2.06

-47.80*

USA (n = 144)

4.15

0.53

-2.17

0.05

-2.27 to -2.07

-41.71*

Ireland (n = 127)

4.03

0.65

-2.05

0.06

-2.18 to -1.92

-32.08*

Factor 4: Expectation regarding recovery
Thailand (n=476)

2.83

0.95

Australia (n = 114)

3.30

0.85

-0.47

0.09

-0.65 to -0.29

-5.18*

USA (n = 144)

3.13

1.03

-0.30

0.10

-0.48 to -0.11

-3.12*

Ireland (n = 127)

3.08

1.02

-0.25

0.10

-0.44 to -0.05

-2.49*

Note: All comparisons are between Thai nurses and mental health professionals from USA (Bedregal et
al. 2006), Ireland (Cleary & Dowling 2009), and Australia (Meehan & Glover 2009).
1
Online analysis at http://www.quantitativeskills.com/sisa/statistics/t-test.htm
* Significant at Bonferroni adjusted p-value of .004

114

5.3.2 Thai nurses’ attitudes towards psychological recovery
The nurses’ attitudes towards psychological recovery in this study were measured by
the Recovery Attitude Questionnaire (RAQ) (Borkin et al. 2000). The findings of the
descriptive analysis including mean and standard deviation are presented in
Table 5.5.

Table 5. 5
Average sum score, Mean score, and Standard Deviation of the RAQ

Sum score

Mean score

Variables

Mean

SD

Mean

SD

Overall RAQ (7 items)

14.17

3.89

2.02

0.56

Factor 1 (4 items) 1

8.30

2.37

2.08

0.59

Factor 2 (3 item) 2

5.87

1.86

1.96

0.62

Note:

1 Recovery is possible but requires faith.
2 Recovery is difficult and differs among people.
- Scale ranged from 1 (Strongly disagree) to 5 (Strongly agree)
- High mean score reflects attitudes consistent with the modern concept of recovery.
- N = 476

Thai mental health nurses had unfavourable attitudes towards psychological
recovery. This was indicated by a low mean score (M = 2.02, SD = .56) on the
overall RAQ. This suggests that the nurses had attitudes inconsistent to the concept
of psychological recovery.

Similar to recovery knowledge, there were comparisons of attitudes towards
psychological recovery between groups of Thai nurses and mental health
professional from other countries. The literature review identified two studies using
the RAQ (Borkin et al. 2000, Crowe et al. 2006). Both studies were summarised as
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presented in Table 5.6. For purposes of comparisons, compared data were selected
from mental health professionals who worked in public mental health services and/or
those who completed questionnaires before attending a training programme.

Table 5. 6
Summary of two studies using the RAQ
Author

Origin

Aims

Samples

USA

To develop the Recovery Attitude

125 mental health

Questionnaire (RAQ)

professionals

To examine the impact of a recovery-

147 mental health

based training programme, using the

professionals a b

(year)

Borkin et al.
(2000)

Crowe et al.
(2006)

Australia

RAQ

Note:

a) Samples reported here were the group of participants before attending
a training programme.
b) Samples working in public mental health services were reported.

Sum scores of the RAQ were compared using an independent t-test across studies. In
addition, to control Type-I-error a Bonferroni adjusted p-value of .008 was suggested
(Brown 2008). The findings of comparisons are presented in Table 5.7. These
indicated a significant difference in sum scores of the RAQ. Thai mental health
nurses had lower sum scores on the RAQ than mental health professionals from USA
and Australia.
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Table 5. 7
Comparisons of recovery attitudes between Thai nurses and professionals from USA
and Australia
Independent t-test across studies 1
Mean

SD

Mean

SE

95% CI

difference

tdifference*

Overall RAQ
Thailand (n = 476)

14.17

3.89

USA (n = 125) a

23.04

3.28

-8.87

0.34

-9.54 to -8.20

-25.84*

Australia ( n = 154) b

29.02

3.31

-14.85

0.32

-15.48 to -14.22

-46.29*

Factor 1: Recovery is possible but requires faith
Thailand (n = 476)

8.30

2.37

USA (n = 125) a

12.60

2.55

-4.3

0.25

-4.80 to -3.80

-17.02*

Australia(n = 147) c

16.01`

2.26

-7.71

0.22

-8.13 to -7.29

-35.74*

Factor 2: Recovery is difficult and differs among people
Thailand (n = 476)

5.87

1.86

USA (n = 125) a

10.44

1.44

-4.57

0.15

-4.87 to-4.27

-29.59*

Australia (n = 147) c

13.02

1.18

-7.15

0.13

-7.40 to -6.90

-55.26*

Note: a) Study by Borkin et al. (2000)
b) Additional data obtained from Deane as personal contact (31 August 2009)
c) Study by Crowe at al. (2006)
1
Online analysis at http://www.quantitativeskills.com/sisa/statistics/t-test.htm
* Significant at Bonferroni adjusted p-value of .008
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5.3.3 Thai nurses’ recovery-oriented nursing practice
This study utilised the Recovery-Oriented Nursing Practice (RONP) to measure the
frequency of nursing practices delivered by Thai nurses regarding the promotion of
psychological recovery from schizophrenia. Descriptive statistics of overall scale and
subscales are presented in Table 5.8.

Table 5. 8
Mean and Standard Deviation of the RONP
Variables

Mean

SD

Overall RONP a c

2.30

0.73

Hope and empowerment a

2.30

0.78

Sealing-over b

3.74

0.85

Self-determination a

2.42

0.96

Note: a) Higher score represents higher recovery-oriented practices.
b) Higher score represents lower recovery-oriented practices.
c) The overall score was analysed with reversed scores on sealing over subscale.

Thai mental health nurses rarely delivered recovery-oriented nursing practice to
people diagnosed with schizophrenia. This was indicated by a low mean score on the
overall RONP (M = 2.30, SD = .73). Regarding subscales of the RONP, Thai nurses
delivered nursing practices in relation to promoting hope and empowerment
(factor 1), and enhancing a person’s self-determination (factor 3), at relatively low
frequency. Meanwhile, the nurses frequently delivered nursing practices consistent
with a sealing-over recovery style (factor 2). These findings suggest that nursing
practices delivered by Thai nurses were not consistent with recovery-oriented care.
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5.3.4 Relationship between knowledge, attitudes, and nursing practice
regarding a recovery model
In this study, bivariate correlations were undertaken to examine relationships
between the RKI, the RAQ, and the RONP. The findings of Pearson correlations
between recovery-based knowledge, attitudes, and nursing practice are presented in
Table 5.9.

Table 5. 9
Pearson correlations between recovery-based knowledge, attitudes and nursing
practices

Variables

Recovery
Knowledge

Recovery
Attitudes

1. Recovery knowledge

1

2. Recovery attitudes

0.38**

1

3. Recovery-oriented
nursing practices

0.30**

0.50**

Recovery
Practices

1

Note: ** Correlation is significant at the level of 0.01 (2-tailed).

There were significant positive correlations between knowledge, attitudes, and
nursing practices regarding a recovery model. Pearson coefficient correlation
between three variables ranged from .30 to .50. Nurses with knowledge and attitudes
more consistent with a recovery model tended to endorse higher frequencies of
delivering recovery-oriented nursing practice.
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5.3.5 Factors influencing knowledge, attitudes, and nursing practice
regarding a recovery model
As data were collected from Thai nurses with different backgrounds, the level of
recovery-oriented knowledge, attitudes, and nursing practices may be affected by
some factors. This study investigated the impacts of four factors: the level of
education, training in advanced psychiatric and mental health nursing, service level,
and work settings. For this purposes, four hypotheses as previously stated were
tested.

Before testing the hypotheses, the normality assumption was tested by the
Kolmogorov-Smirnov and Shapiro-Wilk tests. The findings of both analyses
confirmed that the scores on the RKI, the RAQ, and the RONP, regarding the level
of education, advanced training, service level, and work setting, were not normally
distributed (see Appendix M, N, O and P). As a result, non-parametric statistic
analyses were used for testing the hypotheses (Allen & Bennett 2008). Specifically,
the Mann-Whitney U test was used for testing hypotheses 1 and 2, while the KruskalWallis One-Way Analysis of Variance test was used for testing hypotheses 3 and 4.
To decrease the chance of Type-I-error, Bonferroni adjustment to the significance
level was used (Brown 2008).

Hypothesis 1: Nurses with higher levels of education in mental health will have
knowledge, attitudes and practices more consistent with a recovery model.

For testing the hypothesis, the nurses were categorised into three groups according to
their level of education: 1) nurses with a Bachelor of Nursing, 2) nurses with a
Masters related to mental health, and 3) nurses with a Masters not related to mental
health. However, only groups of nurses with a Bachelor of Nursing and with a
Masters related to mental health were selected to test the hypothesis because those
with a Masters not related to mental health were relatively few (4.4%) and most of
them did not directly deliver nursing care to mental health clients. To compare
between groups, the Mann-Whitney U test, a non-parametric equivalent to
independent sample t-test (Allen & Bennett 2008, Coakes et al. 2008), was
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conducted. A Bonferroni adjusted p-value of .008 was used to determine the
significance level.

As presented in Table 5.10, the Mann-Whitney U test indicated that there was no
significant difference in mean ranks on the RKI and the RAQ between the two
groups of nurses. This suggests the level of education had no influence on Thai
nurses’ recovery based knowledge and attitudes. In contrast, there was a significant
difference in mean ranks on the RONP between the two groups of nurses. The mean
ranks on the RONP indicated that nurses with a Bachelor of Nursing tended to
deliver recovery-oriented nursing practice more frequently than those with a Masters
in mental health. Therefore, the hypothesis that nurses with a higher level of
education in mental health had significantly better attitudes, knowledge, and nursing
practices regarding a recovery model was rejected.

Table 5. 10
Mean Rank and Mann-Whitney U test for groups of nurses with different levels of
education with respect to the RKI, RAQ and RONP
Variables

Groups

Mean
Rank

Sum of
Rank

RKI total

Bachelor a

224.75

74616.50

Master
RAQ total

Bachelor a
Master

RONP total

Note:

b

b

236.78

29123.50

236.33

78460.00

205.53

25280.00

Bachelor a

247.70

82236.50

Master b

174.83

21503.50

U

Z

19338.50

-0.87

17654.00

-2.24

13877.50

-5.25*

a

Nurses with a Bachelor of Nursing (n = 332)
Nurses with a Master in mental health (n = 123)
* Significant at Bonferroni adjusted p-value of .008

b
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Hypothesis 2: Nurses who completed a training programme in advanced psychiatric
and mental health nursing will have knowledge, attitudes, and practices more
consistent with a recovery model than those who did not complete the training
programme.
For testing this hypothesis, the nurses were categorised into two groups according to
advanced training in psychiatric and mental health nursing. To test the hypothesis,
the Mann-Whitney U test, a non-parametric equivalent to an independent sample
t-test (Allen & Bennett 2008, Coakes et al. 2008), was undertaken. Bonferroni
adjusted p-value of .008 was used to determine the significance level (Brown 2008).
The findings of comparisons are presented in Table 5.11.

Table 5. 11
Mean Rank and Mann-Whitney U test for groups of nurses with and without
advanced training with respect to the RKI, RAQ and RONP
Variables

RKI total

RAQ total

RONP total

Groups

Mean

Sum of

Rank

Rank

With training

239.08

64074.50

Without training

237.75

49451.50

With training

230.16

61682.00

Without training

249.25

51844.00

With training

210.10

56305.50

Without training

Note:

275.10

U

Z

277715.50

-0.11

25636.00

-1.52

20259.50

-5.12*

57220.50

The number of trained and untrained nurses was 268 and 208, respectively.
* Significant at Bonferroni adjusted p-value of .008
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Mann-Whitney U tests indicated no significant differences in mean ranks on the RKI
and the RAQ between the two groups of nurses. In contrast, there were significant
differences in mean ranks on the RONP between the two groups of nurses. Nurses
who had not completed an advanced training programme tended to deliver nursing
practices more consistent with a recovery model than those, who had received
advanced training. Although there was no difference in recovery-based knowledge
and attitudes between the two groups of nurses, t-test comparisons indicated that
nurses trained in advanced psychiatric and mental health nursing reported lower
mean ranks on the RONP than untrained nurses. Therefore, the hypothesis that
nurses with advanced psychiatric and mental health nursing training had knowledge,
attitudes, and nursing practices more consistent with a recovery model than those
without training was rejected.

Hypothesis 3: Nurses who work at a tertiary care level will have knowledge,
attitudes and practice more consistent to a recovery model than those working at
primary and secondary care levels.

For testing the hypothesis, the nurses in this study were categorised into three groups
according to the service level in which they worked (primary, secondary, and tertiary
levels). It was expected that nurses working at a tertiary care level had knowledge,
attitudes, and nursing practices more recovery-oriented than those at the primary and
secondary levels. To test the hypothesis, the Kruskal-Wallis One Way Analysis of
Variance test, a non-parametric statistic equivalent to One-Way ANOVA (Allen &
Bennett 2008), was undertaken. In addition, the Mann-Whitney U test on each pair of
groups was used for the post-hoc comparisons. To decrease the chance of Type-Ierror, a Bonferroni adjusted p-value of .004 was used (Brown 2008).

As presented in Table 5.12, the Kruskal-Wallis test indicated that there was no
difference in mean ranks on the RKI and the RAQ among the three groups of nurses.
In contrast, there was a significant difference in mean ranks on the overall RONP
among three groups of nurses. Post-hoc comparisons indicated that nurses working at
the primary and secondary service levels delivered recovery-oriented nursing
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practices at a higher frequency than those at the tertiary level. Although knowledge
and attitudes of Thai nurses at different service levels did not vary significantly, there
was a difference in delivering recovery-oriented nursing practice. Therefore, the
hypothesis that nurses who work at a tertiary care level would have knowledge,
attitudes and practice more consistent to a recovery model than those working at
primary and secondary care levels was rejected.

Table 5. 12
Kruskal-Wallis test for groups of nurses at three different service levels with respect
to the RKI, RAQ and RONP
Variables

Service level

Mean

Chi-

Rank

square

-0.79

0.673

2.16

0.340

73.57

0.000*

Recovery Knowledge

Primary level

245.54

Inventory (RKI)

Secondary level

247.54

Tertiary level

234.82

Recovery Attitude

Primary level

268.13

Questionnaire (RAQ)

Secondary level

239.38

Tertiary level

234.66

Primary level

368.45 a

RONP total

Note:

Sig.

b

Secondary level

295.79

Tertiary level

204.90 a b

The number of nurses working at primary, secondary, and tertiary service levels
was 40, 104, and 332, respectively.
ab
a significant difference between pairs of groups tested by post-hoc comparison
using Mann-Whitney U test.
* Significant at Bonferroni adjusted p-value of .004
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Hypothesis 4: Nurses who work in acute inpatient settings will have knowledge,
attitudes and practice more consistent with a recovery model than those working in
outpatient and community settings.

For testing the hypothesis, the nurses were categorised into three groups according to
their work setting: 1) nurses working in acute inpatient units, 2) those in outpatient
units, and 3) those in a community setting. Nurses working in acute psychiatric units
tended to work closely with mental health clients so they were expected to have more
recovery knowledge, attitudes, and nursing practice than those in outpatient and
community settings. To test the hypothesis, the Kruskal-Wallis test was undertaken
(Allen & Bennett 2008), and the Mann-Whitney U test on each pair of groups was
used for post-hoc comparison. Bonferroni adjusted p-value of .004 was used to
determine a significance level (Brown 2008). The findings of the Kruskal-Wallis test
are presented in Table 5.13.

Table 5. 13
Kruskal-Wallis test for groups of nurses in three different settings with respect to the
RKI, RAQ and RONP
Variables

Work setting

Mean
Rank

Chisquare

Sig.

Recovery Knowledge
Inventory (RKI)

Acute inpatient
Out patient
Community

242.89
249.46
221.28

2.46

0.292

Recovery Attitude
Questionnaire (RAQ)

Acute inpatient
Out patient
Community

230.87
243.15
256.58

3.03

0.220

Recovery-Oriented
Nursing Practice (RONP)

Acute inpatient
Out patient
Community

205.08 a b
275.55 b
309.39 a

52.44

0.000*

Note:

The number of nurses working in acute inpatient, outpatient, and community settings
was 350, 57, and 114, respectively.
ab
a significant difference between pairs of groups tested by post-hoc comparison
using Mann-Whitney U test.
* Significant at Bonferroni adjusted p-value of .004

125

Kruskal-Wallis comparisons indicated that there was no significant difference in
mean ranks on the RKI and the RAQ among the three groups of nurses. In contrast,
there was a significant difference in mean ranks in the RONP among the three groups
regarding work setting. Post-hoc comparisons indicated that nurses working in acute
inpatient units reported delivery of recovery-oriented nursing practice less frequently
than those in outpatient and community settings. Although work settings appeared to
have no effect on Thai nurses’ recovery-based knowledge and attitudes, its impact
was found on Thai nurses’ delivery of recovery-oriented nursing practice. Nurses
working in outpatient and community settings reported a delivery of recoveryoriented nursing practices more frequently than those in acute inpatient units.
Therefore, the hypothesis that nurses working in acute inpatient units would have
knowledge, attitudes and nursing practices more consistent with a recovery model
than those in other settings was rejected.

5.4 Discussion
The study involved a cross-sectional survey among 476 Thai nurses throughout
Thailand. Survey questionnaires consisted of four parts including demographic data,
the RKI, the RAQ, and the RONP. The study revealed six main findings that:

1. Thai nurses had a moderate level of understanding about psychological
recovery.
2. Thai nurses had unfavourable attitudes towards psychological recovery.
3. Thai nurses rarely delivered recovery-oriented nursing practice.
4. There were moderate positive correlations between knowledge, attitudes, and
nursing practice regarding a recovery model.
5. Nurses without higher education in mental health nursing tended to deliver
recovery-oriented care more frequently than did those with higher education.
6. Nurses working in acute inpatient units tended to deliver recovery-oriented
care less frequently than did those working in other settings.
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The findings of this study will form the basis for the following discussion.

5.4.1 Thai nurses’ knowledge about psychological recovery
Responses on the RKI suggested that Thai nurses had a low level of knowledge
about psychological recovery. Compared to other studies, the level of recovery
knowledge among Thai mental health nurses was considerably lower than that of
mental health professionals from the USA (Bedregal et al. 2006), Australia (Meehan
& Glover 2009), and Ireland (Cleary & Dowling 2009). The lack of recovery
knowledge among Thai mental health nurses may reflect that the concept of
psychological recovery is new for Thai mental health nurses.

There are some possible explanations as to why Thai nurses had little understanding
about psychological recovery. These are associated with theoretical, environmental,
and personal factors. The literature review identified three themes that explain the
findings regarding recovery knowledge; namely, 1) the complexity of the concept of
psychological recovery, 2) the lack of resources related to a recovery model available
in the country, and 3) the time constraints of nurses to read or to learn a new concept.

Firstly, there is no universal definition for the term recovery in mental health,
increasing the chances that Thai nurses have found the concept confusing. Although
the concept of psychological recovery has been widely used in mental health for
many years, it is complicated, at time confusing, and sometimes contains jargon
(Farkas 2007, Lieberman et al. 2008, Noiseux et al. 2009). It has been variously
defined as a model, an approach, a paradigm, a movement, a construct, a process,
and as outcomes (Anthony 1993, Cleary & Dowling 2009, Provencher 2007,
Silverstein & Bellack 2008, Townsend & Glasser 2003). In addition, Farkas (2007)
and Noiseux et al. (2009) together pointed out that, the term recovery is often
confused with the concept of remission and rehabilitation; increasing the difficulty in
understanding the concept. Furthermore, because of the confusion and complexity
surrounding the concept of psychological recovery it is often misconceptualised
(Brown et al. 2009). Consequently, concept complexity likely contributed to low
levels of recovery knowledge amongst Thai nurses.
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Secondly, another explanation as to why Thai mental health nurses had a lack of
knowledge about the concept of psychological recovery is related to a lack of
resources about a recovery model available within the country. Resources relating to
the modern concept of recovery are mostly provided in English. With a lack of
English literacy, resources provided in the English language can limit the ability of
Thai mental health nurses to understand the concept. There is little evidence of
resources on psychological recovery available in the Thai language. Thus,
information is insufficient to improve Thai nurses’ understanding of this concept.

A lack of resources includes not only insufficient materials related to a recovery
model available within the country, but also the lack of formal recovery-oriented
training provided for Thai nurses. The importance of formal training to improve
staff’s knowledge of psychological recovery in mental health has been recently
investigated in a study by Meehan and Glover (2009). They assessed the
effectiveness of a consumer-led recovery-training programme, using the RKI. The
findings suggested that the training programme was able to improve staff’s
knowledge of psychological recovery. This was in accord with a study by Peebles et
al. (2009), who used the RKI to assess the effectiveness of the GREAT project
(Georgia Recovery based Educational Approach to Treatment). It was found that this
education programme was able to enhance trainees’ knowledge of the recovery
models. Both studies indicated that recovery knowledge can be improved by formal
training. Therefore, the lack of training regarding a recovery model can limit Thai
nurses’ understanding about psychological recovery.

Finally, the last explanation of why Thai mental health nurses have little
understanding about the concept of psychological recovery in mental health is related
to time limitations for the nurses to read about or to learn a new concept. Time
constraints have been identified as a barrier for nurses to gain evidence-based
knowledge. Although nurses are encouraged to read and learn about new concepts or
evidence-based knowledge in order to improve their practices (Brown et al. 2009,
Retsas 2000), they have insufficient time due to a busy working schedule to obtain
new evidence-based knowledge, including a modern concept of recovery in mental
health.
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Insufficient time has been listed as one of the great barriers for nurses to read
evidence-based knowledge and to implement research findings. Retsas (2000) used
an exploratory study with the Barriers to Research Utilisation Scale, to identify the
barriers for utilising research findings among 400 registered nurses working in
Australian hospitals. Insufficient time to read and to implement new ideas was
reported amongst the top five great barriers to nurses’ research utilisation. This is in
accord with a study by Parahoo (2000), who used the same scale to survey the
barriers to the utilisation of research among a group of 2,600 nurses in twenty-three
hospitals in Northern Ireland. The findings revealed that a lack of time was a great
barrier to utilising research findings. Although the two studies were implemented
outside Thailand, the findings can also reflect the conditions that Thai nurses face
because of their busy working schedules. Therefore, it could be argued that the poor
knowledge of psychological recovery demonstrated by Thai nurses is partly due to
the working conditions which allows little time to gain knowledge of new nursing
concepts and practices.

5.4.2 Thai mental nurses’ attitudes towards psychological recovery
A survey of 476 Thai nurses using the RAQ indicated that the nurses had
unfavourable attitudes towards psychological recovery from mental illness. An
inspection of individual items suggested that the nurses had pessimistic views
towards psychological recovery from mental illness. In addition, Thai mental health
nurses had significantly poorer recovery attitudes compared to mental health
professionals from the USA (Borkin et al. 2000) and Australia (Crowe et al. 2006).
There are some potential explanations as to why Thai nurses had attitudes
inconsistent with a recovery model. These are associated with a lack of knowledge
about psychological recovery, negative views of the nurses towards individuals
diagnosed with schizophrenia, and the dominance of a traditional medical model
amongst Thai nurses.
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Firstly, a lack of knowledge about a recovery model among Thai mental health
nurses may contribute to unfavourable attitudes towards psychological recovery from
mental illness. There are two studies to support an explanation that a lack of recovery
based knowledge results in unfavourable recovery attitudes. The first is a study by
Crowe et al. (2006), who developed a collaborative recovery training programme. In
their study, the RAQ (Borkin et al. 2000) was used to examine the effectiveness of a
developed training programme. The findings revealed that the collaborative recovery
training programme resulted in an improvement of recovery attitudes. This was in
accord with a study by Peebles et al. (2009), who concluded that recovery attitudes
of mental health professionals were improved by a recovery-based educational
programme. Both studies indicate the potential of recovery-based knowledge to
improve recovery attitudes. Thus, a lack of knowledge about a recovery orientation
can explain unfavourable recovery attitudes among Thai nurses.

Secondly, a negative view of Thai nurses towards mental illnesses, especially
schizophrenia, is another factor that may lead them to have unfavourable attitudes
towards psychological recovery. The negative view of mental health nurses toward
individuals with schizophrenia has been a focus of several studies. For example,
Bjorkman and colleagues (2008) investigated attitudes toward mental illnesses
among 120 nursing staff including registered nurses and assistant nurses, who
worked in psychiatric and somatic units of a university hospital in Sweden. It was
found that nursing staff had the most negative attitude towards schizophrenia from
among seven mental disorders. In addition, Kukulu and Ergun (2007) surveyed 543
Turkish mental health nurses and their opinions about individuals diagnosed with
schizophrenia. The findings revealed that people with schizophrenia were
stigmatised by mental health nurses. For example, 93.2% of the nurses agreed that
schizophrenia is an illness present from birth, and 84.3% agreed that people
diagnosed with schizophrenia never completely recover. Although there is no study
that includes Thai mental health nurses, they are also assumed to have negative
views toward mental illnesses because of the strong stigmatisation toward mental
illnesses within the country (Burnard et al. 2006). This could contribute to the
unfavourable recovery attitudes amongst Thai nurses.
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Finally, attitudes of Thai mental health nurses towards psychological recovery from
mental illness may be influenced by the mental health system, which is based on a
medical model. A cross-cultural comparison study by Lambert et al. (2003) aimed to
explore psychiatric treatment and the roles of mental health nurses in six countries
(Australia, Hong Kong, Japan, South Korea, Thailand, USA). Two main findings
reflect the dominance of medication on the Thai mental health system. First, it was
found that 100% of Thai and Japanese psychiatric patients were managed by
medication treatment, compared to 60% in Australia and 70-80% in South Korea.
Second, Thai mental health nurses described their roles in relation to medical
treatment such as assisting in an electroconvulsive therapy (ECT), while nurses from
Hong Kong described their roles as the promoter of well-being. These findings
demonstrate that Thai mental health nurses worked within a medical-based
environment. Shanley et al. (2003) have pointed out that mental health nurses within
the medical-based paradigm tend not to acknowledge the client’s strength nor the
possibility for people to recover from mental illness. Therefore, when requested to
rate the RAQ, Thai mental health nurses reported attitudes inconsistent with a
recovery model.

5.4.3 Thai mental health nurses’ recovery-oriented nursing practice
The present exploratory study indicated that Thai nurses report a low frequency of
nursing practices that promote hope, empowerment, and self-determination, but high
frequency of sealing-over approaches. This suggested that nursing practices of Thai
nurses were more based on a medical model rather than a recovery model. This
suggestion can be understood by an inspection of the response to individual items of
the RONP (see Appendix L). Thai nurses tended to underestimate a client’s potential
to improve their condition, and tended to see themselves as mental health experts
who should prescribe interventions. Such responses mirrored the dominance of the
traditional medical model within Thai mental health nursing (Roberts & Wolfson
2004, Smith & Bartholomew 2006).
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There are many factors that limit Thai nurses’ delivery of recovery-oriented nursing
practices. While the nurses have some limitations due to personal factors, there are
also institutional constraints, which reduce the scope of mental health nursing
practices. The literature review identifies three main constraints: insufficient
knowledge about psychosocial interventions, unavailability of recovery-based
practice guidelines, and the dominance of a medical model on Thai mental health
nursing.

Firstly, insufficient knowledge about psychosocial interventions is the main
limitation leading Thai nurses’ failure to promote psychological recovery. In
Thailand, there is no special education requirement needed for registered nurses to
work in the mental health area (Arthur et al. 2004); consequently, a lack of
knowledge and skills in delivering psychosocial interventions amongst Thai nurses
has been reported by several studies. For example, Paogantraragon et al. (2006) used
a survey to explore the knowledge and skills of 53 Thai community mental nurses.
The nurses reported a lack of knowledge related to mental health care, even the basic
knowledge of mental health nursing such as therapeutic use of self and nursing
interaction in mental health. In addition, Sukwong (2004) surveyed the knowledge
and skills required to deliver supportive group psychotherapy among 272 Thai
mental health nurses. The findings revealed that Thai mental health nurses lacked the
knowledge necessary to implement group supportive psychotherapy. The conclusion
from these two studies is that Thai mental health nurses had insufficient knowledge
and skills necessary for implementing psychosocial interventions. This partially
explains the low frequency of practices to promote psychological recovery.

Secondly, the lack of nursing practice guidelines related to how to implement a
recovery model is another limitation. Several studies assert that the concept of
psychological recovery in mental health can be confusing and is multidimensional
(Gillam 2006, Noiseux & Ricard 2008, Provencher 2007, Rydon 2005). There is a
lack of specificity and guidance for nurses to develop recovery-oriented nursing
practices (Rydon 2005, Swartz & Swanson 2007, Yanos et al. 2009). Meanwhile, the
scope of recovery-based practices within mental health nursing is still being debated
(Bjorklund 2003, Elsom et al. 2005, McCabe & Grover 1999). Till (2007) stated that
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although an integration of a recovery model into a mental health system has been
supposedly successful, mental health nurses do not put it into practice because of a
lack of guidance about how to implement recovery-oriented practices. Therefore, the
unavailability of recovery-based practice guidelines can limit Thai mental health
nurses’ ability to promote psychological recovery and leads to the low frequency of
recovery-oriented nursing practice.

The final and important limitation for Thai nurses to adopt recovery-based nursing
practices is the dominance of the medical model within Thailand’s mental health
system. Psychiatric and mental health nursing historically emerged under the
patronage of psychiatry (Chambers 1998); as a result, it has been dominated by a
medical model (Horsfall 1997). Several authors (Oades et al. 2009, Rydon 2005,
Shanley et al. 2003) have pointed out that, although the nursing models have been
continuously developed unique to nursing science, nursing practices are still under
the dominance of a traditional medical model because this model is considered an
important component in the treatment of mental disorders (McAllister & Walsh
2003). This model is disease-oriented and focuses heavily on treatment and symptom
reduction (Fung & Fry 1999, Roberts & Wolfson 2004). As a result, nursing
practices more strongly emphasise symptom stabilisation rather than promoting
psychological aspects of recovery from mental illness.

In Thailand, there is a preference for restrictive and coercive interventions within the
mental health system. Besides the heavy use of medication in psychiatric care
(Lambert et al. 2003) as previously stated, a retrospective study by Ander et al.
(2003) also reports a very high use of physical restraint and ECT in Thai psychiatric
hospitals. In addition, there were limited opportunities for mentally ill patients to
participate in their treatment plan. Such mental health services are recognised as
medical-based rather than recovery-oriented interventions (Bellack 2006, Roberts &
Wolfson 2004). Therefore, an influence of a traditional medical model can explain
the low frequency of delivering recovery-oriented nursing practice among Thai
nurses.
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5.4.4 Correlations between recovery knowledge, attitudes and nursing
practice
Bivariate correlations indicated that there were positively moderate correlations
between recovery knowledge, attitudes, and nursing practice (r = .30 – .50). These
correlations suggest that nurses with a greater knowledge about psychological
recovery tend to have more favourable recovery attitudes, and to deliver nursing
practices more consistent with a recovery model than those with less knowledge. In
addition, those with more favourable recovery attitudes tend to deliver nursing
practice more consistent with a recovery model than those with less favourable
attitudes.

The interrelationships between knowledge, attitudes, and practice are well known.
These have been widely researched in a variety of other domains and are described in
several ways, such as the KAS (Knowledge-Attitudes-Skills) model (Chan 2006) or
the KAP (Knowledge-Attitudes-Practices) model (Launiala 2009). With respect to
nursing practice, Evans and Donnelly (2006) explained that knowledge and attitudes
are critical for the skills of nursing practice. Without sufficient knowledge and
attitudes, nurses will not deliver nursing practices well. Thus, both domains are
incorporated in the scope of recovery competencies (Dorrer & Schinkel 2008). This
suggests close relations between knowledge, attitudes and nursing practices at least
in theory.

Correlations between each pair of recovery knowledge, attitudes, and nursing
practices can be discussed as follows:

1) Recovery knowledge and attitudes
This finding of a positive correlation between recovery knowledge and attitudes is
supported by a study by Crowe et al. (2006). The authors examined the effectiveness
of a Collaborative Recovery Training Programme, using the RAQ (Borkin et al.
2000) and the Collaborative Recovery Knowledge Scale (CRKS), which was
developed on the basis of a recovery model. Although this study did not employ the
RKI (Bedregal et al. 2006), the CRKS was recovery-based and reflected the
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knowledge about a recovery orientation. The findings revealed that mean scores on
the CRKS and the RAQ measured after a training programme were higher than those
before training. This study also found a positive relationship between collaborative
recovery knowledge and two subscales of RAQ (r = .41 and .39, respectively,
p < .05).

In addition, the relationship between recovery knowledge and attitudes has been
supported by a study by Peebles et al. (2009). As previously explained, the authors
evaluated the effectiveness of the GREAT project, an educational curriculum based
on a recovery philosophy. In addition to the RKI (Bedregal et al. 2006), the Recovery
Attitudinal Survey (RAS) (Cook et al. 1995) was one of the measures used in the
study. The findings indicated that mean scores on the RKI and the RAS prior to
training was significantly higher than that after training. Although correlations
between the RKI and the RAS were not calculated, the findings imply positive
correlations between both.

2) Recovery knowledge and nursing practices
The finding of a positive relationship between recovery knowledge and nursing
practices is supported by a study by Ranz and Mancini (2008), who surveyed
recovery-oriented practices among 144 psychiatrists. In their study, recoveryoriented practices and understanding about psychological recovery were assessed
using self-reported questionnaires. The finding revealed a positive correlation
between understanding about psychological recovery and recovery-oriented practices
(r = .28). Therefore, this finding supports the positive correlation between recovery
knowledge and nursing practice.

3) Recovery attitudes and nursing practices
The findings of correlations between recovery attitudes and nursing practices is
supported by a study by Chinman et al. (2003). This study involved the development
of the Competency Assessment Instrument (CAI) used to assess staff’s 15
competencies of psychiatric care in relation to rehabilitation, recovery and
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empowerment. The CAI includes case vignettes and a series of items to assess
competencies in an indirect manner to reduce social desirability. In addition, the
RAQ (Borkin et al. 2000) was added to test the construct validity of the CAI. They
found significant correlations between the CAI’s goal and stress subscales, and the
RAQ. Both the goal and stress subscales of the CAI are consistent with the RONP in
that they attempt to capture practices. The goal subscale comprises practices to
improve client’s self-determination and the stress subscale involves practices to
enhance client’s stress management. In their sample of 263 mental health
professionals, the RAQ was positively correlated with the goal (r = .25) and stress
(r = .20) subscales. Finding a relationship between the RAQ and practice oriented
measures is broadly consistent with findings in the present study.

5.4.5 Education background and recovery-oriented nursing practice
It is important to consider that high educational qualifications in mental health
nursing were associated with lower levels of recovery-oriented nursing practice.
Comparisons indicated that nurses with a Masters degree in mental health delivered
recovery-oriented nursing practices significantly less frequently than did those with a
Bachelor of Nursing only. In addition, nurses who completed a special training in
advanced psychiatric nursing delivered recovery-based nursing practice significantly
less frequently than did untrained nurses. These findings suggest that nurses with
high levels of education in mental health tended to deliver nursing practices that were
less recovery-oriented than those with lower levels.

The finding of an adverse effect of high education may be a refection of the
paradigms of Thai nursing in mental health nursing which are not based on a
recovery model. It could be argued that the concept of caring is recognised as central
to nursing practices (Brilowski & Wendler 2005, McCance 2003), so it is relatively
universal for all nursing specialties. However, to promote psychological recovery
from mental illnesses with a more person-centred approach, Shanley and JubbShanley (2007) assert that the approaches of caring should be based on a recovery
model (Anthony 1993). In addition, McLoughlin and Fitzpatrick (2008) also suggest
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that nursing education in mental health should emphasise the principle of
psychological recovery as well as recovery-oriented interventions.

There are some influences leading the Thai nursing education in psychiatric and
mental health nursing that are inconsistent with a recovery model. In the first
instance, a traditional medical model dominates Thai nursing education, resulting in
designing nursing curriculums based on an illness orientation rather than a recovery
approach. Historically, the medical model has influenced mental health education
because it has been used to define the terms mental illness and recovery from mental
illness (Davidson et al. 2005b, McAllister & Walsh 2003). As this model is disease
or illness-oriented, mental health nursing practices focus on the person’s health
problems and deficits rather than strengths and growth (Munetz & Frese 2001). With
a deficit emphasis, nursing education informs mental health nurse practitioners to
focus their practices on stabilising the symptoms of mental disorders rather than
promoting psychological recovery. However, several authors assert that promoting
mental health recovery not only involves control over the illness symptoms but also
promoting personal accomplishment and a meaningful life (Kilbride & Pitt 2006,
Mueser et al. 2002). Therefore, in addition to symptom management, helping people
to take control over their life and future should be included in mental health nursing
(Kelly & Gamble 2005).

In Thailand, generally, there are two formal nursing programmes dedicated to the
nursing specialty of advanced psychiatric and mental health nursing; a post-graduate
training programme (of 4-month duration) and a Masters of Nursing with a specialty
of advanced psychiatric and mental health nursing (Arthur et al. 2004, Lambert et al.
2003). However, several authors (Clifford 1989, Shanley et al. 2003, Warren & Lutz
2000) have asserted that the traditional medical model has guided nursing education
and practice, including Thai nursing education. This can be understood by an
example7 of the core subjects of a Masters in mental health and psychiatric nursing in
Thailand, which emphasises illness management rather than the promotion of other
aspects of health and well-being. This is also supported by a study of Thai nurse

7

http://www.nurse.cmu.ac.th/webeng/programs.htm#men
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educators’ perceptions about the role of Thai mental health nurses (Lambert et al.
2003) as previously explained.

In addition to an illness-oriented paradigm of nursing education, the scope of
competencies required for Thai mental health nurses has the potential to lead Thai
nursing education away from being recovery-oriented. As the aim of nursing
education is to produce competent practitioners, nursing curricula and course
structures are designed around the scope of nurse competencies (Chapman 1999).
Teecharat (2003) reviewed the competencies of Thai mental health nurses (see
Appendix Q), and noticeably, the detail of Thai mental health nurses’ competencies
does not reflect a recovery model because its emphasis is on illness and treatment
management rather than the promotion of personal strength and psychological
recovery (Till 2007). Regarding a competency of collaboration, for example, it
emphasises cooperation between mental health professionals, not a working alliance
with mental health clients for enhancing their empowerment and self determination
as suggested by a recovery philosophy (Oades et al. 2005).

In summary, Thai nursing education in mental health nursing has been influenced by
an illness-oriented perspective, as well as non recovery-oriented competencies.
Consequently, the curricula of psychiatric and mental health nursing in Thailand are
not recovery-oriented. This can explain the effect of higher education levels in
psychiatric and mental health nursing being associated with lower delivery of
recovery-oriented nursing practices.

5.4.6 Work environment and recovery-oriented nursing practice
The present study found that the work environment had an impact on Thai nurses’
delivery of recovery-oriented nursing practice. Nurses working at a tertiary service
level significantly delivered less recovery-oriented nursing practices than did those at
primary and secondary levels. In addition, nurses working in acute inpatient units
tended to deliver recovery-oriented nursing practices less frequently than did those in
outpatient and community settings. Approximately 90% of nurse respondents
working in acute inpatient units were from tertiary psychiatric hospitals. It appears
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that working in an acute inpatient unit can limit the nurses’ delivery of recoveryoriented nursing practice.

The scope of mental health nursing practice is likely influenced by the work
environment. Although mental health nurses have developed advanced roles and
work autonomously to address individual’s needs (Elsom et al. 2005), their nursing
practices can be constrained by the work environment (Fourie et al. 2005,
Hummelvoll & Severinsson 2001, Rydon 2005). For example, nurses working in
inpatient units tend to have less autonomy and flexibility than those in community
settings. As a result, the scope of nursing practice in inpatient units may differ from
that of community mental health nurses. Fourie et al. (2005) argue that the scope of
nursing practice aims to serve institutional missions rather than addressing client’s
needs and satisfaction. Thus, the more mental health nurses are required to serve the
institutional mission, the less they are able to address client’s needs and satisfaction.

Three main factors related to the work environment limit inpatient mental health
nurses’ opportunities to deliver recovery-oriented nursing practices. Firstly, a client’s
decrease in the length of stay in hospital can limit the opportunities for inpatient
nurses to deliver recovery-oriented nursing practices. Due to a policy of
deinstitutionalisation, the length of hospital stay for mental health clients is relatively
short because they are transferred from a hospital to their community (Baker 2000,
Fourie et al. 2005, McGihon 1999). In Thailand, a study by Anders et al. (2003)
indicated that the average length of stay in a hospital by Thai mental health clients
was considerably decreased from 66 days in 1999 to 33.47 days in 2003. In addition,
a study by Lalitanatpong (2005) indicated that an average length of stay in a Thai
hospital for mentally ill patients was 21.5 days, and 27.3 days for patients diagnosed
with chronic schizophrenia. Noticeably, the study by Anders et al. (2003) reflects a
decrease in the length of stay in a tertiary psychiatric hospital, while that by
Latitanatpong (2005) represents that in a general hospital.

A shorter stay in a hospital is considered a major barrier for inpatient nurses to
provide psychosocial interventions (Baker 2000, Brennan 2008, Happell et al. 2002,
Mullen 2009). This is because a limited stay makes it difficult for inpatient nurses to
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develop therapeutic relationships, which is an important foundation for promoting
psychological recovery (Cleary et al. 2005, McAllister & Walsh 2003). Crowe and
Luty (2005) have stated that structured psychosocial interventions may also be
reinforced and more suited to community mental health nurses rather than inpatient
services. Accordingly, nursing practices by inpatient mental health nurses are likely
to be less recovery-oriented than those by community mental health nurses.

Secondly, busy conditions in inpatients units are another limitation for inpatient
nurses to promote psychological recovery. Generally, inpatient psychiatric units are
structured and organised according to hospital policy. Accordingly, there are lots of
structured routines that nursing staff are required to complete, such as ward
administration, documentation, doctors’ rounds, staff meetings, reporting to other
staff, medication administration, and psychosocial interventions (Whittington &
McLaughlin 2000). Several authors have stated that when working under a structured
and routine-required environment, inpatient nurses tended to deal with routine tasks
rather than therapeutic activities (Cleary 2003, Scott & Pollock 2008, Whittington &
McLaughlin 2000).

Busy conditions in inpatient units can be further understood by studies of time
allocation amongst inpatient mental health nurses. For example, Whittington and
McLaughlin (2000) found that, over a half of the working day (57.3%) was spent on
non-therapeutic activities, such as routine tasks related to ward administration.
Waters and Easton (1999) explain that the ward system and routines can limit a
nurses’ ability to provide individualised care. Such factors are likely to limit inpatient
mental health nurses’ delivery of nursing practices and be less recovery-oriented than
community mental health nurses.

Finally, an emphasis on symptom stabilisation as a goal of inpatient mental health
services can limit inpatient nurses’ opportunities to promote psychological recovery.
For transferring mental health clients to the community as quickly as possible,
inpatient mental health services emphasise stabilising psychotic symptoms (Cleary
2003, Cleary et al. 2005, McGihon 1999). Consequently, there is a preference by
inpatient mental health staff for more medical interventions, such as medication
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therapy and electro-convulsive therapy (ECT). In Thailand, there is also an emphasis
on symptom stabilisation in inpatient mental health services. Lambert et al. (2003)
asserted that 100% of patients in inpatient psychiatric units of Thai tertiary
psychiatric hospitals were managed by medication treatment. In addition, a
retrospective study of 51 inpatient mental health clients in a Thai general hospital
revealed that 41.3% of those were treated with ECT (Lalitanatpong 2005). Therefore,
with an emphasis on medical interventions for symptom stabilisation in inpatient
units, inpatient mental health nurses tend to deliver nursing practices that are less
recovery-oriented than do community mental health nurses.

5.5 Conclusion

This chapter reports the findings of a cross-sectional survey aiming to investigate the
level of Thai mental health nurses’ knowledge, attitudes, and nursing practices
regarding a recovery model. It involved a survey using self-reported questionnaires,
including a personal information survey, the Recovery Knowledge Inventory (RKI),
the Recovery Attitude Questionnaire (RAQ), and the Recovery-Oriented Nursing
Practice (RONP). The respondents were 476 mental health nurses working in the
public sectors across the country and delivered mental health services to people
living with schizophrenia.

Data analysis indicated that Thai mental health nurses had poor knowledge and
attitudes towards a recovery model. Compared to other studies, the recovery
knowledge and attitudes of Thai mental health nurses was considerably lower than
that of mental health professionals in other countries including the USA, Ireland, and
Australia. In addition, this study found that Thai mental health nurses reported low
frequencies of recovery-oriented nursing practices, and that there were significant
positive correlations (r = .30 – .50) between knowledge, attitudes, and nursing
practices regarding a recovery model.
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Interestingly, the educational background and work environment were associated
with the delivery of recovery-oriented nursing practices. Mental health nurses with
an advanced training or a Masters degree in psychiatric and mental health nursing
tended to deliver nursing practices that were less recovery-oriented than those with a
lower level of education. In addition, mental health nurses who worked in acute
inpatients units tended to deliver recovery-oriented nursing practices, less frequently
than those working in outpatient and community settings. The findings suggested the
environment of inpatient units may limit mental health nurses’ ability to deliver
recovery-oriented nursing practices.

The finding that Thai mental health nurses had poor recovery knowledge,
unfavourable recovery attitudes, and infrequent delivery of recovery-oriented nursing
practices, was explained by insufficient knowledge about a recovery model among
Thai nurses. In addition, the dominance of a traditional medical model on Thai
mental health nursing including nursing education and practices also explained the
limited ability of Thai nurses to deliver recovery-oriented nursing practices.
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CHAPTER 6
CONCLUSION AND RECOMMENDATION
6.1 Introduction
This study employed a mixed-methods approach to seek a comprehensive view of
Thai mental health nurses’ understanding and nursing practices regarding recovery
from schizophrenia. The conclusions of the study were drawn from the findings of
both qualitative and quantitative studies. This chapter explains the study’s conclusion
and recommendations. It begins with the summary of the major findings in response
to the research questions, followed by a mixed-analysis and a declaration of the
study’s limitations, respectively. Finally, recommendations are offered, including
recommendations for improving the Thai mental health services, Thai mental health
nursing, Thai nursing education, and future research.

6.2 Summary of the findings
The summary of the findings are presented in the light of the research questions as
follows.

6.2.1 What were the perceptions of Thai mental health nurses about
recovery from schizophrenia?
The findings of a descriptive qualitative study identified three aspects about the
understanding that Thai mental health nurses had about recovery from schizophrenia.
Firstly, Thai mental health nurses viewed recovery from schizophrenia as the
remission of psychiatric symptoms and the restoration of personal functioning. They
suggested that recovery from schizophrenia involved two states: a controllable state
and a returnable state. A controllable state was described as the stabilisation of the
symptoms of schizophrenia, whereas a returnable state involved the return of a
person’s functioning to a level the individual had before being mentally ill. In
addition, a change in a person’s role and function to live with mental illness was
143

included in a returnable state. From the findings, Thai mental health nurses viewed
recovery from schizophrenia as an outcome rather than a personal process.

Secondly, Thai mental health nurses suggested several characteristics of recovery
from schizophrenia, which were categorised into two groups: clinical and functional
signs. Clinical signs of recovery involved signs reflecting the stabilisation of the
clinical symptoms of schizophrenia, such as an absence of psychiatric symptoms or
symptom remission. Functional signs involved the restoration of personal abilities
including the abilities of daily living (ADLs), productive or paid work, and social
participation.

Finally, Thai mental health nurses suggested several factors, both facilitators and
barriers, that affected recovery from schizophrenia. They considered three personal
factors including illness acceptance, hope, and adherence to treatment, as key
facilitators of recovery. In addition, a supportive environment and good accessibility
to mental health services were considered important in helping people to recover
from schizophrenia. However, the nurses suggested two personal factors (poor selfresponsibility and illness related factors) and two environmental factors (stigma and
fragmented mental health services) as main barriers for people to maintain recovery
from schizophrenia.

It is important to consider that the understanding that Thai mental health nurses had
about recovery from schizophrenia was influenced by a traditional medical model,
which considered recovery from schizophrenia as a return to a former state of health
before the mental illness (Davidson et al. 2005b, Jacobson & Curtis 2000, Kelly &
Gamble 2005). Based on a medical model, recovery from mental illness is
characterised by two key indicators: symptom remission and functional improvement
(Davidson et al. 2005b, Liberman et al. 2002, Robinson et al. 2004). Therefore, the
understanding that Thai mental health nurses had about recovery from schizophrenia
was consistent with a medical model.
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6.2.2 How did Thai mental health nurses promote recovery from
schizophrenia?

The findings of the descriptive qualitative study indicated that Thai mental health
nurses used four main strategies to promote recovery from schizophrenia. Firstly, as
the nurses considered symptom stabilisation to be the primary goal of mental health
services, the emphasis of their nursing practices was on the stabilisation of the
symptoms of schizophrenia. Inpatient nurses, in particular, mentioned two nursing
interventions including psychiatric assessment and medication administration, as key
roles of mental health nurses. It was important to consider that nursing practices
mentioned by the nurses were considered dependent roles, which Irvine et al. (1998)
described as the roles associated with medical orders and treatments prescribed by a
psychiatrist.

Secondly, Thai mental health nurses promoted recovery by emphasising their nursing
practices in relapse prevention. Two strategies were used to prevent the relapse of
psychiatric symptoms, including enhancing adherence to medication and providing
skills training. Health education was considered the main activity that helped people
living with schizophrenia improve their understanding about medication treatment
and adherence to medication. Key elements included the advantages of medication,
unwanted side effects of medication, and strategies dealing with such effects. In
addition to improving medication adherence, the nurses helped people diagnosed
with schizophrenia improve the skills necessary for relapse prevention, such as stress
management.

Thirdly, Thai mental health nurses mentioned the delivery of emotional support as a
strategy to promote recovery from schizophrenia. They considered that people
diagnosed with schizophrenia had emotional distress caused by the illness per se and
its consequences, such as anxiety, low self-esteem, powerlessness and helplessness.
After completing routine tasks, the nurses spent time talking with those people and
encouraged them to express their feeling associated with experiencing mental illness.
The nurses believed that emotional support was a helpful intervention for people
diagnosed with schizophrenia because, although there was no identification of a
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solution when addressing problems raised during the conversation, at least those
people had somebody to be with and listen to their story.

Finally, the promotion of social inclusion was the last strategy that Thai mental
health nurses used to promote recovery from schizophrenia. As the nurses considered
a supportive environment to be a key facilitator of recovery, they emphasised their
nursing practices to promote social inclusion, including improving an individual’s
social skills and promoting positive public attitudes towards schizophrenia. They
helped people diagnosed with schizophrenia improve social skills, such as
appropriate greetings, communication, the ability to give-and-take, and ways of
seeking help. In addition, they sought to improve the attitudes of the family and
community for the purpose of providing a supportive environment for people living
with schizophrenia.

The findings suggested that Thai mental health nurses failed to deliver advanced
practices of mental health nursing, especially mental health rehabilitation for people
living with schizophrenia. As previously explained in chapter four, the current roles
of Thai mental health nurses were considered extended roles rather than expanded
roles (Daly & Carnwell 2003). In addition, the scope of Thai mental health practices
emphasising symptom stabilisation and relapse prevention reflected the influence of
a traditional medical model on the Thai mental health system and mental health
nursing (Crowe 2006, Roberts & Wolfson 2004, Shanley et al. 2003, Smith &
Bartholomew 2006, Till 2007). Although several authors consider this model as a
core component in mental health practices, the model limits mental health nurses’
ability to deliver recovery-oriented nursing practices (McAllister & Walsh 2003,
Rydon 2005).

6.2.3 What were the levels of recovery knowledge and attitudes among
Thai mental health nurses?
The findings from the cross-sectional study indicated that Thai mental health nurses
had little knowledge about psychological recovery. In addition, they had poor
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attitudes towards the concept. These findings reflected that a recovery model was
new for the Thai mental health system. The findings of poor recovery knowledge and
attitudes among Thai nurses were explained by three reasons. Firstly, the concept of
recovery per se was complicated because of a variety of definitions (Silverstein &
Bellack 2008, Townsend & Glasser 2003). It is often confused and
misconceptualised (Brown et al. 2009, Farkas 2007, Noiseux et al. 2009). Secondly,
there was a lack of resources including materials and formal training about the
modern concept of recovery available within the country. Meanwhile, the nurses had
insufficient time to read about or to learn about the new concept. Finally, there was
the dominance of a traditional medical model on Thai mental health nursing,
resulting in a negative view of Thai nurses towards psychological recovery from
mental illness.

6.2.4 What was the level of recovery-oriented nursing practice among
Thai mental health nurses?
The findings from the cross-sectional study indicated that Thai mental health nurses
reported low frequency rates on the delivery of recovery-oriented nursing practices.
According to the findings, there were three explanations. Firstly, recovery-oriented
nursing practice amongst Thai mental health nurses was limited by their insufficient
knowledge about psychosocial rehabilitation (Paogantraragorn et al. 2006, Sukwong
2004). Secondly, there was no nursing practice guideline regarding the promotion of
psychological recovery; meanwhile, the scope of nursing practices based on a
recovery orientation was unclear (Bjorklund 2003, Elsom et al. 2005). This limited
the nurses’ ability to promote psychological recovery from schizophrenia. Finally,
there was an influence of a traditional medical model on Thailand’s mental health
system (Anders et al. 2003). Consequently, working within this system made it
difficult for Thai mental health nurses to utilise a recovery model in day-to-day
practices.
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6.2.5 How did the findings of a cross-sectional survey explain those of a
descriptive qualitative study?
According to the findings of the qualitative study, it was interpreted that Thai mental
health nurses had insufficient knowledge about psychological recovery. In addition,
the nurses’ understanding about recovery was dominated by a traditional medical
model. This interpretation was corroborated by the findings of the cross-sectional
study where the mean scores on the RKI indicated that Thai mental health nurses had
a moderate understanding of psychological recovery. With regards to the mean
scores on the RAQ, attitudes of Thai nurses about recovery from mental illness was
consistent with a medical model. Therefore, the findings from the cross-sectional
survey supported the interpretation of the qualitative study.

With regards to nursing practices to promote recovery from schizophrenia, the
findings from the qualitative study identified four strategies that Thai mental health
nurses used to promote recovery. These included symptom stabilisation, relapse
prevention, emotional support, and social inclusion. Noticeably, Thai nurses failed to
promote an individual’s hope and self-determination, which were considered key
success factors in promoting psychological recovery from mental illness (Till 2007,
Tooth et al. 2003). From the cross-sectional survey using the RONP, Thai nurses
reported a low frequency of promoting hope, empowerment, and self-determination.
Therefore, the conclusion that the nursing practices of Thai mental health nurses
failed to promote psychological recovery is supported by the findings of both the
qualitative and quantitative study.

6.2.6 Was the understanding and nursing practices of Thai mental health
nurses consistent with a recovery model?
It can be concluded from an analysis of qualitative and quantitative studies that, the
understanding and nursing practices of Thai mental health nurses regarding recovery
from schizophrenia was inconsistent with a recovery model (Anthony 1993).
According to Roberts and Wolfson (2004), there are some differences in concepts
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and values between the recovery and medical model. For example, a recovery model
takes an interest in a personal transformation to live well with the illness, rather than
focuses on the disorder and returning to a normal state. It emphasises the individual
with mental illness as the expert rather than mental health professionals. Recoveryoriented practice is strengths-based, and emphasises a person’s self-determination
and strengths rather than managing people to comply with interventions prescribed
by mental health professionals. This model is more humanistic than scientific.

Based on the qualitative findings previously described, Thai mental health nurses
explained recovery from mental illness, emphasising the remission of psychiatric
symptoms and the restoration of personal functioning. In addition, their nursing
practices for people diagnosed with schizophrenia were primarily for the purposes of
symptom stabilisation and treatment compliance. These findings were confirmed by
that of a cross-sectional survey revealing a low level of recovery knowledge,
attitudes, and practices. The approaches of Thai mental health nurses regarding
recovery from schizophrenia were consistent with a medical model rather than a
recovery model (Bellack 2006, Davidson et al. 2005c, Roberts & Wolfson 2004).

6.3 Mixed-analysis
As explained in Chapter 3, the present study employed a mixed-methods study to
provide breadth and depth of understanding about Thai mental health nurses’
perceptions and practices regarding recovery from schizophrenia. While the
qualitative study showed how Thai mental health nurses viewed and promoted
recovery from schizophrenia, the cross-sectional study investigated the consistency
between a recovery philosophy and the nurses’ knowledge, attitudes and practices.
The combination of qualitative and quantitative findings provided more
comprehensive understanding about the status of a recovery model amongst Thai
mental health nurses than the use of either qualitative or quantitative findings alone
(Driscoll et al. 2007, Johnson & Onwuegbuzie 2004).

The qualitative study indicated that Thai mental health nurses associated recovery
with the stabilisation of psychiatric symptoms and the restoration of person’s
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functioning. In addition, there were four main strategies that the nurses used to
promote recovery; 1) symptom stabilisation, 2) relapse prevention, 3) emotional
support, and 4) social inclusion. Although social inclusion can be regarded as
consistent with a recovery model, these findings primarily reflect that a medical
model was more prominent.

The qualitative findings suggested that Thai mental health nurses’ perceptions and
practices were more consistent with a medical model than a recovery model. To test
this finding further a cross-sectional quantitative survey was employed to examine
the levels of recovery knowledge, attitudes, and practices amongst Thai mental
health nurses across the country. Data from the qualitative study were also used to
inform the development of the RONP, one of the three recovery-oriented
questionnaires used in the study. The findings of a cross-sectional study helped to
elaborate qualitative findings. Both descriptive qualitative and quantitative crosssectional studies were employed for the purposes of complimentarity, development,
and expansion (Greene 1997).

The findings of the cross-sectional study revealed that overall Thai mental health
nurses had little knowledge of and negative attitudes regarding psychological
recovery. Low scores of the RKI and the RAQ were also consistent with qualitative
findings indicating that the medical model dominated meanings of recovery from
schizophrenia (Bedregal et al. 2006, Borkin et al. 2000). Consequently, the nurses
viewed recovery from schizophrenia as the endpoint of deficit elimination, rather
than a personal process to develop a meaningful life. Such findings are likely to be
explained by Thai nurses education which is traditionally based on a medical model
with a focus on illness-oriented nursing curriculums (McAllister & Walsh 2003,
Munetz & Frese 2001). In addition, a lack of resources about psychological recovery
within the country is likely to also limit the nurses’ perspectives to more medically
oriented practices.. With regard to nursing practices, Thai mental health nurses failed
to promote client’s hope, empowerment, and self-determination, which are suggested
as key elements of psychological recovery (Dorrer & Schinkel 2008, Till 2007,
Warner 2009). This was consistent with qualitative findings indicating nursing
practices focused on control over the illness.
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Based on a mixed-analysis of qualitative and quantitative studies, it can be concluded
that Thai mental health nursing practices to support recovery from schizophrenia
were dominated by a traditional medical model perspective (Jacobson & Curtis
2000, Roberts & Wolfson 2004).

Figure 2 provides a graphic representation of research methods and the findings that
highlighted the dominance of a medical model on Thai mental health nurses’
perceptions and practices. It seems to be difficult for Thai nurses to shift their
paradigm to humanistic approaches of recovery. In a jar covered by a medical model,
medical-oriented mental health nursing was conserved amongst Thai mental health
nurses. This is represented as a glass jar in which medical orientated mental health
nursing is represented as the lid or the seal which limits new knowledge of recovery
orientated nursing practice in and therefore limits change.

Figure 2 Findings from a mixed-methods analysis
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6.4 Limitations of the study
Although there were some noteworthy findings that emerged in this study, some
important limitations should be acknowledged. The first limitation was associated
with the representativeness of the descriptive qualitative study. Data in this study
were collected from 24 nurses, and the nurses were recruited from only three mental
health providers. Therefore, it is unclear how representative this sample is of Thai
mental health nurses who provided care for people living with schizophrenia.

The second limitation was associated with the weak translation of the word recovery
from mental illness. Several authors asserted that words existing in one language are
not equivalent in other language (Birbili 2000, Esposito 2001, Kapborg & Bertero
2002, Twinn 1997). With respect to the word recovery from mental illness, there is
no equivalent word in Thai, resulting in a difficulty for back-translation and some
potential for respondents to misunderstand the items containing this word.

As previously explained in Chapter 3, the word Gaan Feuun Dtuaa was used as
recovery from mental illness in the RKI, RAQ and RONP. The concept of
psychological recovery is relatively complicated to understand so it is difficult to
translate this word into a language other than English. Generally, Thai health
professionals commonly use the word Gaan Haai (medical-based definition) or
Gaan Feuun Foo (rehabilitation-based definition) rather than Gaan Feuun Dtuaa
(recovery-based definition) as recovery from the illness. Unfamiliarity with the Thai
word Gaan Feuun Dtuaa among Thai nurses may lead to inconsistencies in
responding to the questionnaire.

The third limitation was a potential sampling bias created by self-selection occurring
in the cross-sectional study. To enhance the ability to generalise, cluster sampling
was used. The whole population was divided according to geographical
considerations and service levels. However, there was unintentional non-probability
sampling due to respondents’ self-selection. Only respondents with a willingness to
participate in the study completed and returned the questionnaires. As a result, the
representativeness of the sample may be potentially compromised.
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The last limitation was associated with the use of self-reported information. While
semi-structured interviews in the descriptive qualitative study required participants to
share their opinions and work experience, the cross-sectional survey required
respondents to rate each item of three questionnaires according to their feelings and
opinions. However, self-reported information can be limited by several factors, such
as a limited ability of the study’s subjects to recall the events related to the interview
questions or the items, and a bias due to social desirability (Collins et al. 2005, Lusk
et al. 1995). Accordingly, there was a potential to have a bias or exaggerations in the
results (Kelly & Gennard 2001).

6.5 Recommendations
According to key findings of this research study, there are some recommendations
for improving the Thai mental health services, mental health nursing and nursing
education.

6.5.1 Recommendations for improving the Thai mental health services
There are several recommendations for improving the Thai mental health services for
people living with schizophrenia and other kinds of mental illnesses as follows:

1. It is a challenge for Thailand’s Department of Mental Health to shift the
paradigm of the mental health system and services from a traditional medical
model to a recovery model (Anthony 1993). This is because a recovery
approach emphasises person-centred practices, respects clients as an expert,
and promotes self-determination among mental health clients (Roberts &
Wolfson 2004, Till 2007). The paradigm shift will help the department
achieve the goals of promoting client involvement and improving the quality
of life among people living with mental illness as mentioned in the 2005
national mental health policy (WHO & Ministry of Public Health 2006).
In the countries where a recovery model has been incorporated into the
national mental health system and services, such as the UK (Allott et al.
2005, Turner-Crowson & Wallcraft 2002), New Zealand (O' Hagan 2004),
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and Australia (Rickwood 2004), a recovery philosophy is clearly stated in the
mental health policy as a key principle of mental health services. It is
important to make a clear statement of recovery values in the mental health
policy because it will inform mental heath professionals in all areas of care to
organise service structures and deliver mental health services with the values
and principles of recovery (Till 2007). Several authors suggest that
incorporating a recovery orientation into mental health policies, missions, and
procedures is a critical component and a standard indicator of recoveryoriented mental health system and services (Anthony 2000, Farkas et al.
2005). Therefore, key values of recovery should be explicitly integrated or
expressed in the Thai mental health policy.

Farkas et al (2005) suggest that mental health services should by underpinned
by four key values of recovery. Firstly, mental health services should be
person-oriented rather than illness-oriented. The services should emphasise
an individual’s strengths, interests, roles, and limitations, and consider mental
health clients as a person rather than a patient. Secondly, user involvement or
partnership should be promoted in all aspects of mental health services.
Thirdly, mental health services should support mental health clients to make
their own decisions or choice for their recovery. Finally, mental health
services should help mental health clients develop the capacity to have a
meaningful life beyond the limitations caused by the mental illness. It is
important to consider that incorporating key recovery values in mental health
system and services as suggested by Farkas and colleagues requires more
change in attitudes and practices of mental health professionals than the
allocation of mental health resources. Therefore, a recovery principle can be
integrated in the Thai mental health system even though mental health
resources within the country are limited.

2. The training related to recovery-oriented mental health services should be
provided for Thai mental health workers so that they can promote
psychological recovery from mental illness. To provide recovery-oriented
mental health services, the workers are required to have recovery
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understanding and competencies (Dorrer & Schinkel 2008). A study by
Rogers et al. (2007) reports that a lack of knowledge and appreciation of
psychological recovery among mental heath professionals is a key barrier to
the provision of recovery-oriented mental health services. This indicates the
importance of mental health workforce training and development in the
recovery-oriented mental health system (Rickwood 2004). In the USA, the
discussion and understanding about psychological recovery is provided
through structured education, conferences or newsletters in order to improve
mental health staff’s understanding about the recovery-oriented mental health
system (Jacobson & Curtis 2000). Interestingly, some recovery training
sessions are conducted by mental health clients, who are trained as recovery
educators or co-trainers. This reflects the acceptance of mental health clients
as an expert in their recovery.

3. The coordination of mental health services at all service levels, both within
and across the levels, should be improved. In Thailand, community mental
health services are integrated into public health services throughout the
country (Asia-Australia Mental Health (AAMH) 2008, Siriwanarangsan et al.
2004). However, mental health professionals, especially those working in a
primary health care level, have limited training and interaction with mental
health services (WHO & Ministry of Public Health 2006). This results in the
fragmentation and poor coordination of mental health services. As the present
study reported fragmented and uncoordinated mental health services as
barriers to recovery, the allocation of mental health resources and a
transferral system should be reviewed in order to improve the integration of
mental health services. Policies, procedures, resources and guidelines of
mental health services should be shared across services (Anthony 2000). In
addition, the integration of community mental health should be improved
(Rogers et al. 2007).

4. Stigma and discrimination against people with mental illness in Thai society
should be reduced. According to the findings of the present study, stigma
towards people diagnosed with mental illness was reported as a barrier to
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recovery from schizophrenia. This indicates that strategies to destigmatise
mental illness should be developed. In 2006, the Thailand’s Department of
Mental Health launched the National Mental Health Campaign of Destigma
aiming to improve public attitudes towards people with mental illness
(Department of Mental Health 2006a). However, the positive change of
public attitudes after implementing this project has not been empirically
assessed.

The Thailand’s Department of Mental Health needs to identify the effective
strategies to reduce stigma towards mental illness. Heijnders and Van de Meij
(2006) suggest a wide range of stigma-reduction strategies which could be
adopted into the Thai mental health system. For example, to reduce person’s
self-stigma, individual counselling and cognitive-behavioural therapy (CBT)
should be utilised to improve person’s self-esteem and empowerment.
Supportive environments for people living with schizophrenia can be
provided by developing social support and community-based rehabilitation.
This helps to improve the lives, social integration, and opportunities for
people living with mental illness. In addition, positive attitudes towards
mental illness can be improved by giving information about mental illness to
people in the community (Hocking 2003), and promoting the connection
between people with mental illness and others in the community (Corrigan &
Wassel 2008).

6.5.2 Recommendations for improving Thai mental health nursing
The findings suggested that Thai mental health nurses had insufficient knowledge
about a recovery model. In addition, they primarily engaged in nursing practices that
aimed at controlling the symptoms of schizophrenia, rather than promoting
psychological recovery from the mental illness. According to the findings, there are
several recommendations for improving mental health nursing practices for people
with schizophrenia.
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1. Thai mental health nurses need to improve their understanding and attitudes
towards psychological recovery. Understanding of and belief in psychological
recovery from mental illness among mental health professionals are necessary
in the provision of mental health services in order to promote recovery
(Dorrer & Schinkel 2008, Sower 2005). Several authors suggest that
providing recovery-oriented mental health services will not work unless
mental health professionals have a clear understanding about a recovery
approach (Rickwood 2004, Spaniol 2008). Therefore, information and
training related to a recovery model should be provided for the nurses.

2. Thai mental health nurses should find a way to listen and accept the
perspectives of mental health clients because they are considered to be real
experts in mental illness and recovery (Ashcraft & Anthony 2005). This helps
nurses to not only establish trusting relationships with clients (Koivisto et al.
2003, McAllister & Walsh 2003), but to also facilitate a shared understanding
with them (Harrison et al. 2008), and to promote client involvement (Spaniol
2008). McAllister and Walsh (2003) assert that empathic understanding as a
result of listening to mental health clients contributes to adaptive caring, a
caring that promotes collaboration, self-responsibility, and well-being.

3. Thai mental health nurses should help people with schizophrenia develop and
maintain hope for recovery from mental illness. Hope is a critical factor for
developing the process of recovery from mental illness (Kilbride & Pitt 2006,
Kylma et al. 2006, Ochocka et al. 2005). In order to inspire hope for people
diagnosed with mental illness, mental health nurses can utilise several
strategies, such as; helping them to identify a meaning in life and promoting
the experience of success (Darlington & Bland 1999, Kirkpatrick et al. 2001).

4. Thai mental health nurses should encourage people diagnosed with
schizophrenia to develop self-determination. Nurses should provide
information about mental illness and the available treatments to them so that
they have sufficient knowledge and skills to manage their lives and illness
(Allen 1998, Gumus 2008). Ashcraft & Anthony (2005) state that providing

157

education for mental health clients helps them move from the role of mental
patient to being a person who learns new skills for living and developing
personal growth and psychological recovery. Consequently, providing clear
information about mental illness and treatment is a powerful method to
enhance an individual’s self-determination.

5. Thai mental health nurses should encourage people diagnosed with
schizophrenia to be involved in nursing care. Several authors suggest that
mental health clients should be involved in their treatment (Dorrer &
Schinkel 2008, Roberts & Wolfson 2004, Spaniol 2008). Spaniol (2008)
asserts that the clients need to and have the ability to participate in all aspects
of their treatment. Shanley et al. (2003) consider them as a partner in nursing
practices. Several strategies are suggested such as including them in the
process of care planning, using their expressed needs to develop a care plan,
and finding agreement with them about their care plan (Anthony & Crawford
2000).

6. The utilisation of a recovery model in mental health nursing should be
promoted amongst Thai mental health nurses. Although at the present it is
difficult for Thai nurses to adopt a recovery orientation into their nursing
practices because of insufficient knowledge about the model, shifting the
approach from an illness-based approach to a person-centred approach is
suggested by some researchers (Anthony & Ashcraft 2005, Borg &
Kristiansen 2004). Nurses should view mental health clients as a person, not
a collection of symptoms (Ashcraft & Anthony 2005, p. 18). Nursing
practices should address how the clients feel, what they are experiencing, and
what they want (Mead & Copeland 2000), rather than merely focusing on
symptom stabilisation or control over them (Harrison et al. 2008). Slade et al.
(2008) assert that individualised and person-centred care is one of the key
values of recovery-oriented services
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6.5.3 Recommendations for Thai nursing education
The finding of a cross-sectional study revealed that higher education in advanced
mental health nursing correlated to a low frequency of delivering recovery-oriented
nursing practices among Thai mental health nurses. This finding likely reflects the
influence of a traditional medical model on Thai nursing education in mental health
nursing. The finding suggests the integration of the concept of psychological
recovery into Thai nursing education in mental health nursing. This can be
implemented by several ways as follows:

1. Thai nurse educators should integrate a recovery model (Anthony 1993) into
nursing curricula of psychiatric and mental health nursing education in both
the 4-month training programme and a Masters of Nursing. This is important
because mental health nurses cannot have the skills of recovery-oriented
nursing practices without sufficient knowledge about the model (Evans &
Donnelly 2006). Several studies suggest that mental health professionals, who
are formally trained or educated by an educational curriculum based on a
recovery philosophy, will have a good understanding about and attitudes
towards psychological recovery (Crowe et al. 2006, Peebles et al. 2009). In
addition, they will have high competencies for delivering recovery-oriented
mental health services (Chinman et al. 2003, Ranz & Mancini 2008).

Several topics are suggested for developing an educational curriculum based
on a recovery philosophy. For example, Peebles et al. (2009) report the
development of a recovery-based curriculum. This curriculum provides
information on seven key principles of psychological recovery that help
learners to have recovery-oriented knowledge, attitudes, and skills. The seven
principles are; empowerment, person-centred care, whole person care
(holistic), focus on strengths, support (systemic treatment orientation),
recovery as a journey (non-linear process), and hope8. In addition, in
Australia the modules of a collaborative recovery training programme are
developed (Oades et al. 2005, Oades et al. 2009). There are nine modules in
8

http://www.mcg.edu/som/psychiatry/documents/proj_great_manual.pdf
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this programme including; 1) recovery as an individual process, 2)
collaboration and autonomy support, 3) change enhancement, 4) collaborative
values and strength identification, 5) collaborative life visioning and goal
striving, 6) collaborative action planning and monitoring, 7) promoting
psychological recovery, 8) training recovery, and 9) coaching recovery
(Oades et al. 2009). Consequently, there is knowledge available to guide Thai
nursing education and curriculum development.

2. Thai nurse educators should promote the utilisation of nursing theories which
are consistent with a recovery model. Nursing theories are the conceptual
frameworks that all nurses use to guide their decisions and nursing practices
(Rodgers 2000). In the area of mental health nursing, there are two nursing
models that are claimed as person-centred and recovery-oriented nursing
models: the Tidal Model (Barker 2003) and the Recovery Alliance Theory
(Shanley & Jubb-Shanley 2007). The Tidal Model helps people with mental
illness to recover by reclaiming the personal story of distress and difficulty
(Barker & Buchanun-Barker 2010), while the Recovery Alliance Theory
focuses on developing therapeutic alliance, coping ability, and selfresponsibility for the goal of recovery (Shanley & Jubb-Shanley 2007). The
adoption of both theories in helping people to recover from mental illness,
especially the Tidal Model, is increasingly reported (Brookes et al. 2006,
Cook et al. 2005, Young 2010). Accordingly, nurse educators should inform
their students about these nursing theories and promote their utilisation.

3. In the practicum of psychiatric and mental health nursing, Thai nurse
educators should promote their students to play a nurse role as a facilitator of
psychological recovery and personal growth. As previously explained in
Chapter 5, Thai mental health nursing education is led by the scope of Thai
mental health nurses’ competencies, which is illness-oriented rather than
recovery-oriented. However, Chapman (1999) asserts that nursing education
should not be restricted or limited by the scope of nurse competencies. The
clinical educators should integrate recovery-based competencies into the
course objectives, such as abilities to establish respectful relationship, to
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provide person-centred care, and to challenge mental health stigma (Dorrer &
Schinkel 2008). This can facilitate nurse students to develop skills helping
people to recover from mental illness.

6.5.4 Recommendations for future research
Future research should be undertaken to address four areas as follows:

1. There is a need to provide more evidence around the concept of
psychological recovery from mental illness within the Thai mental health
context. Future research should be undertaken to better understand recovery
from mental illness, such as factors involved in recovery and strategies to
promote recovery, among various groups of stakeholders, including policy
makers, psychiatrists, clients, and families. Better understanding based on
local empirical evidence is essential for the implementation of recoveryoriented mental health services (Rickwood 2004, Sower 2005).

2. Future research should be designed to identify and assess the appropriate Thai
word to describe psychological recovery in mental health. As previously
explained, the word Gaan Fuun Dtuaa is unlikely to be practical. Even
though this word is a literal translation of the word recovery, it is rarely used
among Thai mental health professionals. The problem of translating the phase
recovery in mental health to a non-English language is a concern not only for
Thailand, but also for other non-English speaking countries (Slade et al.
2008). Therefore, the consensus about the term psychological recovery in the
Thai context should be made so that confusion about this word is minimised.
3. Future research should be designed to develop nursing strategies to promote
illness acceptance, hope, and self-responsibility. This study identified three
factors as key facilitators of recovery; however, Thai mental health nurses
reported low frequency of recovery-oriented practices with mental health
clients. Although there is a large research literature that suggest how mental
health nurses can promote the three mentioned factors (Dearing 2004,
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McCann & Clark 2004), Ekintumas (1999) suggests that Thai mental health
nurses need to develop their own knowledge and practices.

4. Future research should be designed to examine structural or organisational
factors that affect mental health nurses’ ability to deliver recovery-oriented
nursing practices. This study revealed that the work setting had some impact
on the delivery of recovery-oriented nursing practices; however, it failed to
assess other factors as independent variables, such as policy, staff-client ratio,
hospital administration, and key performance indicator (KPI) set by each
organisation. This will provide information for administrators to provide
infrastructure that supports the provision of recovery-oriented nursing
practices.

6.6 Conclusion
Qualitative findings provide information about how Thai mental health nurses
viewed and promoted recovery from schizophrenia. The nurses explained mental
health recovery with the emphasis on controllable and returnable states. To promote
recovery from schizophrenia, the nurses highlighted four main strategies, including,
stabilising psychiatric symptoms, preventing the relapse in schizophrenia, giving
emotional support, and promoting social inclusion. The findings indicated the
dominance of a medical model on the nurses’ perceptions and practices.

The level of knowledge, attitudes, and practices regarding psychological recovery
among Thai mental health nurses was explored. The findings indicated that the
knowledge and attitudes of Thai nurses were more consistent with a medical model
than a recovery model. In addition, the nurses failed to promote three key elements
of psychological recovery: hope, empowerment, and self-determination. Again, the
findings reflected the dominance of a medical model on Thai nursing education and
practices.

A mixed-analysis of qualitative and quantitative findings provided a comprehensive
view of Thai mental health nurses’ understanding and practices regarding recovery
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from schizophrenia. It can be concluded that Thai mental health nursing was more
consistent with a medical model than a recovery model.

To promote care that is consistent with psychological recovery the paradigm of
mental health services should be shifted from an illness-based approach to a personcentred approach. Training and guidelines associated with psychological recovery
should be provided for mental health workers. In addition, effective strategies to
destigmatise mental illness should be developed. There is a need to develop a more
recovery-oriented curriculum for psychiatric and mental health nursing. Finally,
some recommendations for future research are offered, such as seeking a consensus
about the term psychological recovery in mental health in the Thai language,
exploring knowledge and attitudes about a recovery orientation amongst other mental
health professionals, and developing a model of nursing practice that promotes
psychological recovery from mental illness.
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Appendix A
Distribution of articles yielded by searching through six databases

PsyINFO

SAGE

CINAHL

Wiley Medline Proquest

Recovery (1)

24,049

3,288

5,411 55,369

131,432

17,279

Schizophrenia (2)

53,407

2,256

3,229 10,902

11,850

565

897

350

39

615

567

184

Severe mental illness (3)

2,213

909

824

2366

1,296

1,192

Serious mental illness (4)

1,560

676

69

1,564

825

746

(1) and (3)

182

225

639

382

78

80

(1) and (4)

153

204

53

251

62

64

Mental health nurse (5)

167

167

400

8,355

187

3,011

Psychiatric nurses (6)

316

599

491

7,198

219

409

(5) or (6)

474

717

875 10,928

399

3,171

42

182

512

29

97

Keywords

(1) and (2)

(2) and (5 or 6)

7,305

Note: This searching was undertaken in December 2007.

191

Appendix B
Four categories of articles according to predetermined themes relevant to the review questions

Authors

Meaning of recovery
(n = 22)

Characteristics
(n = 12)

Factors
(n = 6)

Recovery-oriented
nursing practices (n = 14)

Corrigan (2005)
Devidson (2005)
Forchuck (2003)
Harrison (2001)
Harrow (2005)
Harrow (2007)
Jacobson (2001)
Jenkins (2005)
Jensen (2007)
Kilbride (2006)
Mancini (2007)
Marin (2005)
Ochocka (2005)
Ridgway (2001)
Robinson (2004)
Rosen (2005)
San (2007)
Smith (2000)
Spaniol (2002)
Young (1999)

Andresen (2006)
Corrigan (2004)
Davison (2005)
Jenkins (2005)
Jensen (2007)
Liberman (2002)
Marin (2005)
Ochocka (2005)
Ridgway (2001)
Robinson (2004)
Whitehorn (2002)

Jensen (2007)
Hoffmann (2002)
Resnick (2004)
Rosen (2005)
Smith (2000)
Tooth (2003)

Anthony (2000)
Borg (2004)
Darlington (1999)
Dearing (2004)
Happell (2002)
Horberg (2004)
Kayama (2001)
Kirkpatrick (2001)
Lloyd (2007)
McCann (2002)
McCann (2003)
McCann (2004)
O’Brien (2000 )
O’Brien (2001)

Note: First author is presented only
Some articles were classified into more than one group.
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Appendix C
Conceptualization of recovery from schizophrenia, identified from the literature
1997 - 2007

Sources

Study design

Studies conceptualising
recovery as an
improvement outcome

Harrison (2001)
Harrow (2005)
Harrow (2007)
Robinson (2004)
Rosen (2005)
San (2007)

Historic prospective study
Follow up study
Multi-follow up study
Follow-up study
Retrospective study
Cross-sectional study

Studies conceptualising
recovery as an individual
striving process to
dealing with the illness
and to have a satisfying
life

Corrigan (2005)
Davidson (2005a)
Forchuk (2003a)
Jacobson (2002)
Jenkins (2005)
Jensen (2007)
Kilbride (2006)
Mancini (2007)
Marin (2005)
Ochocka (2005)
Ridgway (2001)
Smith (2000)
Spaniol (2002)
Young (1999)

Descriptive qualitative study
Qualitative study
Ethnographic qualitative study
Dimensional analysis
Ethnographic study
Qualitative study
Qualitative study
Grounded theory
Phenomenological study
Grounded theory
Documentary analysis
Descriptive qualitative study
Longitudinal qualitative study
Grounded theory

Note: First author is reported only.
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Appendix D
Overview of empirical research supporting psychological recovery

Sources

Study design

Description of recovery

Corrigan
(2005)

Descriptive qualitative
study with 57 mental
health clients

Recovery has been described as an
individual process to regain self-esteem and
independent life.

Davidson
(2005a)

Qualitative study with
12 mental health clients
from four countries

Recovery from mental illness has been
described as a process of dealing with
psychosis on a day-to-day basis and
overcoming its consequences.

Forchuk
(2003a)

Ethnographic
qualitative study with
10 mental health clients

Recovery is described as a process that
starts with changing one’s thinking and
feeling and extending to a reconnection with
his or her environment.

Jacobson
(2001)

Dimensional analysis on Recovery is the process in which
30 narratives of
individuals with schizophrenia integrates
recovery
their illness into their self-concept. It
involves four central dimensions:
recognizing the problem, transforming the
self, reconciling the system, and reaching
out to others.

Jenkins
(2005)

Ethnographic study with Recovery from schizophrenia is an
90 mental health clients incremental and subjective process for
diagnosed with
personal improvement.
schizophrenia related
disorders

Jensen
(2007)

Qualitative study with
20 interviews

Recovery is described as an individual
process involving finding acceptance and
understanding the illness, redefining one’s
self-identity and preventing relapse, and
overcoming stigma caused by the illness.

Note: First author is reported only.
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Appendix D (cont.)
Sources

Study design

Description of recovery

Kilbride
(2006)

Qualitative study
with seven mental
health clients

Recovery is an individual and gradual
process involving three key themes:
rebuilding self, rebuilding life, and having
hope for better future.

Mancini
(2007)

Grounded theory
with 16 interviews of
mental health clients

Recovery from psychiatric disability is a
multidimensional and nonlinear process
involving a transformation from illnessdominated identity to identities centered on
empowerment and self-agency.

Marin (2005)

Phenomenological
study with four
mental health clients

Recovery is a process that individuals with
severe mental illness use to make
themselves feel strong and to find meaning
from their illness. This process involves
managing their symptoms, time
management, developing their own way to
defend themselves from stigma and social
demand, and listening to their own needs
and experience.

Ochocka
(2005)

Grounded theory
with 28 mental health
clients with an
experience of serious
mental illness

Recovery is a complex and
multidimensional process that is motivated
by a personal drive to move forward. It is
not a linear process and is described as a
spiral of life struggle between positive time
of personal growth and negative time of
setback. It is a dialectic process of ongoing
negotiation between one’s self and his or
her external circumstances.

Ridgway
(2001)

Document analysis of
25 recovery
narratives

Recovery is an active ongoing process that
helps persons with severe mental illness
develop hope, self-determination and
responsibilities so that they can overcome
stigma and discrimination related to the
illness, and have a personal meaningful life.

Note: First author is reported only.
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Appendix D (cont.)
Sources

Study design

Description of recovery

Smith (2000)

Descriptive
qualitative study of
12 mental health
clients

Recovery is a long process of learning how
to live with psychiatric disability. It
involves a sense of control, self-respect,
and an appreciation of one’s life.

Spaniol
(2002)

Longitudinal
qualitative study with
12 participants with
schizophrenia related
disorders

Recovery from schizophrenia is a personal
process that individuals suffering from the
illness can develop a meaningful and
purposeful life beyond the symptoms,
disability, and stigma caused by the illness.

Young
(1999)

Grounded theory
with 18 interviews
and two focus groups
(n = 18)

Recovery from mental illness is a process
of 1) overcoming ‘stuckness’, 2)
discovering and fostering selfempowerment,
3) learning and self-re-redefinition,
4) returning to basic functioning, and
5) improving quality of life.

Note: First author is reported only.
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Appendix E
Summary of studies regarding nursing practices to address key elements of recovery

Theme

Article

Method

Aim

Developing
helping
relationship

O’Brien
(2000 )

Phenomenological
study with an interview
of 5 community mental
health nurses and 5
selected mental health
clients

To explore the nurse-client
relationship in the context of
community psychiatric nursing

O’Brien
(2001)

Phenomenological
study with an interview
of 5 mental health
clients

To seek an understanding about
the nurse-client relationship
from the perspectives of mental
health clients

Borg and
Kristiansen
(2004)

Qualitative study with
an interview of 15
mental health clients

To explore the helping
relationship from the
perspective of mental health
clients

Horberg
et al.
(2004)

Phenomenological
study by an interview
of 17 mental health
users

To explore how mental health
clients perceive their
relationship with nursing staff

Kayama
et al.
(2001)

Using a grounded
theory method by
interview with 12
expert psychiatric
public health nurses

To explore how Japanese public
health nurses empower their
clients living with
schizophrenia

Lloyd (2007)

Ethnographical study
by interview with 10
mental health nurses

To identify methods that mental
health nurses used to empower
their clients

Enhancing
selfdetermination

McCann and
Clark (2004)

Grounded theory study
with a combination of
observation and
interview

To examine the processes that
community mental health
nurses use to promote selfdetermination among young
adults with schizophrenia

Promoting user
involvement

Anthony and
Crawford
(2000)

Phenomenological
study with an interview
of 9 qualified mental
health nurses

To understand mental health
nurses’ perceptions about user
involvement in nursing care
planning

Enhancing
client’s
empowerment
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Appendix E (cont.)

Theme

Article

Method

Aim

Inspiring and
maintaining
hope

Darlington
and Bland
(1999)

Qualitative study using
an interview with 6
mental health
professionals and 6
mental health clients

To explore how mental health
workers foster and maintain a
sense of hope among people
with severe mental illness

Kirkpatrick
et al.
(2001)

Qualitative study by an
in-depth interview with
10 mental health clients

To explore how mental health
clients develop their hope

McCann
(2002)

Grounded theory by
interview with 41
participants including
mental health clients,
their relatives, and
community mental
health nurses

To understand the process that
mental health nurses use to
develop clients’ hope

Dearing
(2004)

Grounded theory with
the use of observation
and a follow up
interview among the
groups of 5 expert
nurses and 15 patients

To seek understanding about
the social processes used by
mental health nurses to promote
treatment compliance among
people with schizophrenia

Happell
et al.
(2002)

Qualitative study using
four focus groups and
interview with a total of
22 inpatient mental
health nurses

To investigate the nurse’s role
to promote clients’ medication
adherence

McCann
and Clark
(2003)

Grounded theory by
unstructured interview
with 44 participants

To explore strategies that
mental health nurses adopt to
make themselves accessible to
clients with schizophrenia

Enhancing
treatment
compliance

Enhancing
client’s
accessibility to
services
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Appendix F
Characteristics of participants in a qualitative study
Gender

P1

Tim

M

47

MN

Yes

25

MHN of PsyH

P2

Linda

F

29

MN

Yes

8

MHN of GH

P3

John

M

43

MN

Yes

21

MHN of PsyH

P4

Anna

F

47

MN

Yes

23

CMHN

P5

Lisa

F

50

MN

No

18

MHN of GH

P6

Kate

F

48

BN

Yes

20

MHN of GH

P7

Sally

F

41

BN

Yes

8

MHN of GH

P8

Amy

F

43

MN

No

21

CMHN

P9

Susan

F

31

BN

No

4

MHN of GH

P10

Gary

M

32

BN

Yes

7

CMHN

P11

Laura

F

32

BN

No

7

MHN of PsyH

P12

Nadia

F

49

BN

No

24

MHN of GH

P13

Jimmy

M

47

MN

No

27

MHN of PsyH

P14

Mary

F

44

BN

No

20

MHN of PsyH

P15

Joann

F

41

MN

No

19

CMHN

P16

Nicole

F

44

BN

Yes

10

MHN of GH

P17

Kara

F

47

BN

Yes

23

MHN of GH

P18

Alina

F

46

MN

Yes

24

MHN of PsyH

P19

Julia

F

26

BN

No

2

MHN of PsyH

P20

Jane

F

32

MN

Yes

10

MHN of PsyH

P21

Mark

M

31

MN

Yes

11

CMHN

P22

Sarah

F

41

MN

Yes

18

CMHN

P23

Nancy

F

48

MN

Yes

26

CMHN

P24

Tina

F

50

MN

Yes

27

MHS of PsyH

1
2

Highest
education

Work
experience 2

Pseudonym

Note:

Age

Advanced
training 1

ID

Work role

Training programme in advanced psychiatric and mental heath nursing
Period of working (years) in a mental health area
Gender: F = Female, M = Male
Highest education: MN = Master of Nursing, BN = Bachelor of Nursing
Work role: MHN of PsyH = Mental health nurse of a psychiatric hospital
MHN of GH = Mental health nurse of a general hospital
CMHN = Community mental health nurse
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Appendix G
Spot map illustrating study sites of a cross-sectional study

Note: Number indicates a site code and location
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Appendix H
Distribution and response rate of a cross-sectional study

Site
Code

Geographical
Area

Number of
distribution

Returned
Questionnaire
Quantity

%

Incomplete
sets

Used for
analysis
Quantity

%

01

NA

90

82

91.11

5

77

85.56

02

NA

20

17

85.00

3

14

70.00

03

NA

20

15

75.00

0

15

75.00

04

NA

33

0

0.00

0

0

0.00

05

EA

46

34

73.91

2

32

69.57

06

EA

40

29

72.50

1

28

70.00

07

CA

50

47

94.00

1

46

92.00

08

EA

30

20

66.67

0

20

66.67

09

NEA

28

28

100.00 1

27

96.43

10

NEA

30

26

86.67

0

26

86.67

11

SA-U

80

70

87.50

6

64

80.00

12

NEA

30

25

83.33

1

24

80.00

13

SA-U

40

32

80.00

6

26

65.00

14

SA-L

60

48

80.00

1

47

78.33

15

SA-L

50

33

66.00

3

30

60.00

Total

647

506

78.21

30

476

73.57

Note: NA = North Area, EA = East Area, CA = Centre Area, NEA = North-East Area,
SA-U = Upper-South Area, SA-L = Lower-South Area
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Appendix I
A questionnaire set
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Questionnaires
Nurses’ Perceptions and Practices to Promote Recovery
From Schizophrenia in Thailand’s Mental Health System

By

Chettha Kaewprom

Supervised by
Assoc. Prof. Janette Curtis
Prof. Frank Deane

School of Nursing, Midwifery and Indigenous Health
University of Wollongong, Australia
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Part I: General Information
Instruction: This part requires you to respond by filling in the blanks and/or by
placing a check mark (√) next to the statement, that best describes your
characteristics.
1. Age…………….years
2. Gender

O Male

O Female

3. Your highest education is:
O Bachelor of Nursing
O Master Degree related to mental health
O Master Degree not related to mental health
4. Were you trained in Advanced Psychiatric Nursing?
O Yes

O No

5. How many years have you been working in psychiatric field?.................years
6. What kinds of hospital/organisation do you work for?
O General Hospital

O Psychiatric Hospital

O Primary Care Unit

O Others (pleas specify………………)

7. What setting are you mainly working in?
O Acute inpatient unit
O Outpatient unit
O Community setting
8. What is your current position?
O Only a ward manager
O Only an inpatient nurse
O Only a community mental health nurse
O Both a ward manager and a community mental health nurse
O Both an inpatient nurse and a community mental health nurse

9. Have you ever worked as a member of a community mental health team during
the last six months?
O Yes

O No

10. Did you receive information about the Recovery Model (Anthony 1993)?
O Yes

O No
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Information about the Concept of Recovery
For the purpose of this study, there is a need to clarify the term recovery from
mental illness.

1. Recovery from any illness, generally, refers to the conditions that an
individual suffering from illness or disease can have a healing process: as a
result, his or her symptoms due to illness conditions are reduced. In other
words, it refers to a return to a former state before illness.

2. Regarding mental illness, the traditional definition of recovery cannot be
adopted for people with mental illness because such illness is not completely
cured and it has a possibility for clients to relapse. Thus, traditional definition
of recovery seems to be problematic for clients with mental illness.

3. In this study, the term ‘recovery’ is defined as following:

‘Recovery is a deeply personal, unique process of changing one’s attitudes,
values, feelings, goals, skill and/or roles. It is a way of living, a satisfying,
hopeful and contributing life even with limitations caused by illness.
Recovery includes the development of new meaning and purpose in one’s life
as one grows beyond the catastrophic effect of mental illness (p. 15)’
(Anthony, 1993)

Reference:
Anthony, WA 1993, ‘Recovery from mental illness: the guiding vision of the mental
health service system in the 1990s, ‘Psychosocial Rehabilitation Journal, vol. 16, no.
4, pp. 11-23.
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Part II: Recovery Attitude Questionnaire

Instruction: Please indicate the degree to which you feel the following statement
reflects you values or opinions. There are five alternatives explained as following.
SA = Strong Agree; if the statement describes your perceptions very well
A = Agree; if the statement mostly describes your perception
N = Neutral; if the statement moderately describes your perception
D = Disagree; if the statement little describes your perception
SD = Strongly Disagree; if the statement does not describe your perception at all

Statement

SA

A

N

D

SD

1) People in recovery sometimes have
setbacks.
2) To recover requires faith.
3) Stigma associated with mental illness can
slow down the recovery process.
4) Recovery can occur even if symptoms of
mental illness are present.
5) Recovering from mental illness is possible
no matter what you think may cause it.
6) All people with serious mental illness can
strive for recovery.
7) People differ in the way they recover from
a mental illness.
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Part III: Recovery Attitude Questionnaire
Instruction: Please indicate the degree to which you feel the following statement reflects
you values or opinions. There are five alternatives explained as following.
SA = Strong Agree; if the statement describes your perceptions very well
A = Agree; if the statement mostly describes your perception
N = Neutral; if the statement moderately describes your perception
D = Disagree; if the statement little describes your perception
SD = Strongly Disagree; if the statement does not describe your perception at all
Statement

SA

A N

D SD

1) The concept of recovery is equally relevant to all phases of
treatment.
2) People receiving psychiatric treatment are unlikely to be able
to decide their own treatment and rehabilitation goals.
3) All professionals should encourage clients to take risks in the
pursuit of recovery.
4) Symptom management is the first step towards recovery form
mental illness.
5) Not everyone is capable of actively participating in the
recovery process.
6) People with mental illness should not be burdened with the
responsibilities of everyday life.
7) Recovery in serious mental illness is achieved by following a
prescribed set of procedures.
8) The pursuit of hobbies and leisure activity is important for
recovery.
9) It is the responsibility of professionals to protect their clients
against possible failure and disappointment.
10) Only people who are clinically stable should be involved in
making decisions about their care.
11) Recovery is not as relevant for those who are actively
psychotic.
12) Defining who one is apart from his/her illness/condition is an
essential component of recovery.
13) It is often harmful to have too high of expectations for
clients.
14) There is little that professionals can do to help a person
recover if he/she is not ready to accept his/her illness or need
for treatment.
15) Recovery is characterised by a person making gradual steps
forward without major steps back.
16) Symptom reduction is an essential component of recovery.
17) Expectations and hope for recovery should be adjusted
according to the severity of a person’s illness/condition.
18) The idea of recovery is most relevant for those people who
have completed, or are close to completing, active treatment.
19) The more a person complies with treatment, the more likely
he/she is to recover.
20) Other people who have a serious mental illness can be as
instrumental to a person’s recovery mental health
professionals.
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Part IV: Recovery Oriented Nursing Practice
Instruction: Please read each item listed below, and indicate the frequency you do
nursing activity as stated. There are five alternatives explained as following.
Always
Often
Sometimes
Rarely
Never

= You always do this activity, or deliver this care to over 76%
of schizophrenic clients you approach.
= You often do this activity, or deliver this care to about
51-75% of schizophrenic clients you approach.
= You sometimes do this activity, or deliver this care to about
26-50% of schizophrenic clients you approach.
= You rarely do this activity, or deliver this care to below
25% of schizophrenic clients you approach.
= You never do this activity.

Statement

Never

Rarely

Some

Often

Always

times

1
2
3
4
5

6
7
8
9
10
11
12

13

14

I inform clients that most people do recover
from schizophrenia over time.
I help clients to develop personalised coping
skills for stress management.
I suggest strategies for clients to hide their
story of mental illness.
I help clients to improve their social skills.
I encourage clients to take on specific
activities so that they can develop a social
network.
I avoid discussing personal goals with clients
because it may make them more stressed.
I encourage clients to collaboratively plan
nursing care for themselves.
I emphasis symptom stabilisation in my
nursing care.
I help clients develop skills that enable them
to live independently.
I actively help clients with schizophrenia to
get natural support in their community.
I incorporate life fulfilment as a goal of
nursing care for clients with schizophrenia.
I avoid providing clients with information
about treatment options because they may
choose to stop taking medication.
I provide opportunities for clients to meet
someone who has experienced recovery
from schizophrenia.
I inform clients with schizophrenia about
what happened to them during their
psychotic episode.
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Statement

Never

Rarely

Some

Often

Always

times

15

16
17
18
19

20
21
22

23

24
25
26

27
28

29
30

31
32
33

I suggest client’s relatives and other to
consider the strengths and abilities of clients
with schizophrenia.
I inform relatives not to let the client have
burdens due to daily life responsibilities.
I help clients to use their existing skills in
coping effectively with their concerns.
I encourage clients to recognise their ability
to make a better change for their life.
I actively support clients with schizophrenia
to rebuild positive relationship with their
family and friends.
I provide a group of clients to share
experience about personal goals.
I help clients to suppress their experience of
suffering due to schizophrenia.
I inform clients about the work options
and/or social welfare available for people
with chronic schizophrenia.
I suggest relatives to closely control client’s
behaviours in order to avoid making any
trouble for others.
I help clients to rebuild their life and move
beyond their illness.
I discuss with clients their difficulties of
living in the community.
I informed clients and relatives to follow my
suggestion strictly in order to prevent the
relapse.
I discuss with clients the effects of social
exclusion due to mental illness.
I encourage clients with schizophrenia to do
an easy task in order to protect them from
any failure.
I inform clients with schizophrenia about the
risks and disadvantages of their medication.
I provide education for people in the
community in order to improve their
attitudes toward schizophrenia.
I discuss spiritual issues in life with clients
with schizophrenia.
I protect clients from the negative
consequences of their decision.
I help clients with schizophrenia to identify
the sources of hope.
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Statement

Never

Rarely

Some

Often

Always

times

34

35
36

37
38
39

40

I encourage clients with schizophrenia to
find positive meaning in their experience of
mental illness.
I often remind clients about their limitations
so they are not disappointed.
I allow clients with schizophrenia to make
their own decision about their treatment and
care plan.
I encourage clients to feel hopeful again,
when they have a setback in their recovery.
I allow clients with schizophrenia to access
their treatment record.
I help clients by identifying potential hope
and suggesting strategies to develop their
own hope.
I help clients with schizophrenia to
overcome their shame about their illness.
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Appendix J
Percentage of responses rated on items of the Recovery Attitude Questionnaire

Item

Mean

SD

Percentage of response (n = 476)
SD

D

N

A

SA

1. People in recovery sometimes

2.29 0.74

5.67 70.17 13.66 10.29 0.21

2. To recover requires faith.

1.78 0.79 35.71 56.72

2.73

3.15 1.68

3. Stigma associated with ..

1.79 0.82 36.97 53.57

4.83

2.52 2.10

4. Recovery can occur even if..

2.06 0.71 15.76 68.70 10.50

4.20 0.84

5. Recovering from mental…

2.25 0.80 11.55 61.97 17.44

8.19 0.84

6. All people with serious…

2.22 0.74 10.08 66.60 15.13

7.98 0.21

7. People differ in the way they..

1.78 0.76 34.45 59.03

2.73 1.68

2.10

Note: SD = Strongly disagree
D = Disagree
N = Neutral
A = Agree
SA = Strongly agree
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Appendix K
Percentage of responses rated on items of the Recovery Knowledge Inventory

Item

Mean SD

Percentage of response (n = 476)
SD

D

N

A

SA

1. The concept of recovery is…

2.06 0.97 26.47 56.51

3.78 11.13

2.10

2. People receiving psychiatric.

2.16 0.97 21.64 57.56

6.09 12.82

1.89

3. All professionals should…

2.20 0.76 10.71 68.07 11.76

4. Symptom management is …

3.86 0.91

2.31 10.29

5. Not everyone is capable of...

3.09 1.04

2.73 36.76 13.87 41.60

6. People with mental illness…

2.12 1.07 29.83 47.06

7.56 12.18

3.36

7. Recovery in serious mental..

2.65 1.02 77.14 50.21 16.81 21.85

3.99

8. The pursuit of hobbies and...

1.85 0.76 29.62 62.82

4.20

1.26

9. It is the responsibility of…

2.86 1.11

7.14 43.07 10.71 34.45

4.62

10. Only people who are …

2.76 1.09

8.61 46.01

9.45 32.98

2.94

11. Recovery is not as relevant.

2.63 1.07

6.93 56.09

9.03 22.69

5.25

12. Defining who one is apart...

1.80 0.82 35.92 55.46

2.52

4.62

1.47

13. It is often harmful to have...

3.24 1.00

0.84 32.56 14.29 46.22

6.09

14. There is little that…

3.93 0.95

2.10 10.29

5.25 57.35 25.00

15. Recovery is characterized..

3.83 0.89

1.05 11.97

7.14 62.61 17.23

16. Symptom reduction is …

3.92 0.82

1.47

7.35

6.72 66.39 18.07

17. Expectations and hope for..

3.74 0.87

1.89 12.18

6.72 68.70 10.50

18. The idea of recovery is…

2.89 1.10

5.04 45.80

9.87 34.03

19. The more a person…

4.23 0.85

2.10

2.31 51.89 39.71

20. Other people who have …

2.03 0.86 22.27 64.08

3.99

9.24

0.21

4.20 65.55 17.65

2.10

4.41

7.35

5.04

5.25

1.89

Note: SD = Strongly disagree
D = Disagree
N = Neutral
A = Agree
SA = Strongly agree
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Appendix L
Percentage of responses rated on items of the Recovery-Oriented Nursing Practices

Items

Mean SD

Percentage of response (n = 476)
1

2

3

4

5

1. I inform clients that most…

1.97 1.00 35.50 45.38

9.03

6.72

3.36

2. I help clients to develop…

2.16 0.98 23.11 51.89 13.87

7.77

3.36

3. I suggest strategies for ...

2.48 1.20 28.36 20.59 31.51 14.08

5.46

4. I help clients to improve…

2.00 1.02 34.87 43.70 11.34

6.51

3.57

5. I encourage clients to take…

2.11 1.05 30.88 42.44 15.13

7.56

3.99

6. I avoid discussing personal

2.12 1.07 35.71 29.41 25.21

6.51

3.15

7. I encourage client to …

2.24 0.90 17.65 51.26 23.53

4.62

2.94

8. I emphasise symptoms …

2.50 0.93

9.45 48.11 28.36 10.71

3.36

9. I help clients develop skills

2.12 1.00 27.73 46.85 14.92

7.14

3.36

10. I actively help clients with

2.27 1.04 23.32 43.07 20.80

8.82

3.99

11. I incorporate life …

2.44 1.03 15.55 44.75 24.16 10.92

4.62

12. I avoid providing clients…

2.17 1.11 32.56 35.50 17.86 10.29

3.78

13. I provide opportunities for

2.42 1.13 18.49 46.43 17.23 10.08

7.77

14. I inform clients with …

3.67 1.10

15. I suggest to client’s …

1.93 1.01 37.39 45.59

4.83

4.20

16. I inform relatives not let…

2.25 1.20 37.39 21.64 23.11 14.08

3.78

17. I help clients to use their …

2.19 0.95 21.01 52.52 16.39

6.93

3.15

18. I encourage clients to …

1.97 0.96 32.98 48.74 10.08

5.04

3.15

19. I actively support clients…

1.79 1.00 46.85 38.45

6.51

4.83

3.36

20. I provide a group for client.

2.32 1.15 24.37 43.07 16.18

9.45

6.93

7.35

6.93 17.02 48.53 20.17
7.98

Note: 1 = Never

2 = Rarely
3 = Sometimes
4 = Often
5 = Always
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Appendix L (cont.)
Items

Mean SD

Percentage of response (n = 476)
1

2

3

4

5

21. I help clients to suppress.

3.15 1.16

6.09 25.63 31.72 20.17 16.39

22. I inform clients about …

2.69 1.14

14.71 33.61 27.31 16.60

23. I suggest relatives to …

3.25 1.26

13.03 14.71 22.27 34.03 15.97

24. I help clients to rebuild

2.21 0.98

22.06 49.16 18.49

6.51

3.78

25. I discuss with clients …

2.30 1.05

20.17 48.95 17.02

8.82

5.04

26. I inform clients and …

4.12 1.08

27. I discuss with clients…

2.72 1.13

28. I encourage clients with

3.21 1.16

29. I inform clients with…

2.18 1.00

25.63 44.12 20.17

6.72

3.36

30. I provide education…

2.21 1.07

27.31 41.81 18.49

7.77

4.62

31. I discuss spiritual issues..

2.38 0.98

17.44 43.28 26.05 10.29

2.94

32. I protect clients with …

2.31 0.95

18.70 46.01 23.11 10.29

1.89

33. I help clients with…

2.28 1.00

20.80 46.85 19.33

9.87

3.15

34. I encourage clients about

2.34 1.09

22.48 40.97 22.06

9.03

5.46

35. I often remind clients…

3.27 1.07

36. I allow clients with …

2.41 1.02

20.59 33.61 33.82

8.40

3.57

37. I encourage clients with

2.39 1.12

19.54 45.80 17.86

9.66

7.14

38. I allow clients with …

2.67 1.33

16.39 42.44 17.02

6.09 18.07

39. I help clients by…

2.38 1.00

16.60 46.63 23.32

9.66

3.99

40. I help clients with …

2.59 1.14

16.18 37.61 25.21 13.45

7.56

4.20

6.09

7.77

9.24 34.24 46.22

13.24 32.56 32.35 12.61

9.24

9.03 18.07 28.78 30.67 13.45

7.56 13.87 32.98 34.87 10.71

Note: 1 = Never

2 = Rarely
3 = Sometimes
4 = Often
5 = Always
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Appendix M
Test of normal distribution for the groups of nurses classified by education

Mean

Descriptive
Statistics
95% CI
SE

Stat.

Sig.

Stat.

Sig.

Group 1a

14.27

0.20

13.88 to 14.66

0.20

0.00

0.81

0.00

Group 2b

13.92

0.41

13.10 to 14.74

0.20

0.00

0.78

0.00

Group 1a

2.59

0.02

2.55 to 2.63

0.07

0.00

0.97

0.00

b

2.64

0.04

2.55 to 2.71

0.08

0.08

0.98

0.15

Group 1a

2.53

0.04

2.46 to 2.60

0.13

0.00

0.94

0.00

Group 2b

2.28

0.05

2.17 to 2.38

0.12

0.00

0.89

0.00

Group 1a

2.38

0.04

2.30 to 2.47

0.13

0.00

0.91

0.00

b

2.06

0.06

1.94 to 2.19

0.17

0.00

0.83

0.00

Group 1a

2.34

0.04

2.25 to 2.42

0.10

0.00

0.97

0.00

Group 2b

2.06

0.09

1.89 to 2.23

0.16

0.00

0.89

0.00

Group 1a

2.52

0.05

2.41 to 2.62

0.12

0.00

0.96

0.00

Group 2b

2.19

0.08

2.03 to 2.36

0.12

0.00

0.93

0.00

Group

RAQ 1

RKI 2

Group 2
RONP3

Factor 14

Group 2
Factor 2 5

Factor 3 6

Note: 1 = Recovery Attitude Questionnaire
3 = Recovery Oriented Nursing Practice
5 = Sealing–over

KolmogorovSmirnov

ShapiroWilk

2 = Recovery Knowledge Inventory
4 = Hope and empowerment
6 = Self-determination

a = Nurses with a Bachelor of Nursing (n = 332)
b = Nurses with a Master in mental health (n = 123)
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Appendix N
Test of normal distribution for the groups of nurses classified by training

Mean

Descriptive
Statistics
95% CI
SE

Stat.

Sig.

Stat.

Sig.

Group 1a

13.92

0.22

13.48 to 14.36

0.20

0.00

0.80

0.00

Group 2b

14.50

0.29

13.93 to 15.06

0.22

0.00

0.81

0.00

Group 1a

2.59

0.02

2.54 to 2.64

0.07

0.00

0.98

0.00

b

2.61

0.03

2.56 to 2.66

0.12

0.00

0.96

0.00

Group 1a

2.32

0.33

2.25 to 2.38

0.10

0.00

0.94

0.00

b

2.65

0.05

2.55 to 2.75

0.15

0.00

0.93

0.00

Group 1a

2.13

0.04

2.05 to 2.20

0.13

0.00

0.89

0.00

Group 2b

2.52

0.06

2.39 to 2.64

0.14

0.00

0.92

0.00

Group 1a

2.20

0.05

2.10 to 2.31

0.13

0.00

0.93

0.00

b

2.33

0.06

2.21 to 2.44

0.09

0.00

0.97

0.00

Group 1a

2.67

0.05

2.16 to 2.37

0.12

0.00

0.95

0.00

Group 2b

2.62

0.07

2.48 to 2.76

0.15

0.00

0.95

0.00

Group

RAQ 1

RKI 2

Group 2
RONP3

Group 2
Factor 14

Factor 2 5

Group 2
Factor 3 6

Note: 1 = Recovery Attitude Questionnaire
3 = Recovery Oriented Nursing Practice
5 = Sealing–over

KolmogorovSmirnov

ShapiroWilk

2 = Recovery Knowledge Inventory
4 = Hope and empowerment
6 = Self-determination

a = Trained nurses (n = 268); b = Untrained nurses (208)
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Appendix O
Test of normal distribution for the groups of nurses classified by service level

Mean

Descriptive
Statistics
95% CI
SE

Stat.

Sig.

Stat.

Sig.

Group 1a

14.93

0.62

13.66 to 16.19

0.24

0.00

0.75

0.00

Group 2b

13.80

0.24

13.32 to 14.28

0.13

0.00

0.97

0.02

c

14.20

0.23

13.774 to 14.65

0.22

0.00

0.79

0.00

Group 1a

2.64

0.04

2.55 to 2.73

0.18

0.00

0.94

0.03

Group 2b

2.62

0.03

2.55 to 2.68

0.07

0.20

0.98

0.05

Group 3c

2.59

0.02

2.55 to 2.64

0.08

0.00

0.98

0.00

Group 1a

3.05

0.11

2.83 to 3.26

0.21

0.00

0.89

0.00

b

2.76

0.07

2.62 to 2.91

0.12

0.00

0.94

0.00

Group 3c

2.30

0.03

2.24 to 2.36

0.11

0.00

0.93

0.00

Group 1a

2.99

0.12

2.74 to 3.23

0.19

0.00

0.89

0.00

Group 2b

2.63

0.09

2.46 to 2.80

0.12

0.00

0.93

0.00

c

2.11

0.04

2.04 to 2.18

0.13

0.00

0.87

0.00

Group 1a

2.43

0.10

2.22 to 2.64

0.17

0.01

0.97

0.02

Group 2b

2.24

0.08

2.08 to 2.39

0.09

0.05

0.93

0.01

Group 3c

2.24

0.05

2.14 to 2.34

0.14

0.00

0.93

0.00

Group 1a

2.95

0.16

2.63 to 3.27

0.21

0.00

0.94

0.03

Group 2

b

2.78

0.10

2.57 to 2.98

0.16

0.00

0.95

0.00

Group 3

c

2.24

0.05

2.15 to 2.34

0.13

0.00

0.95

0.00

Group

RAQ 1

Group 3
RKI 2

RONP3

Group 2

Factor 14

Group 3
Factor 2 5

Factor 3 6

Note: 1 =
3=
5=
a=
c=

Recovery Attitude Questionnaire
Recovery Oriented Nursing Practice
Sealing–over
Primary level (n = 40)
Tertiary level (n = 332)

2=
4=
6=
b=

KolmogorovSmirnov

ShapiroWilk

Recovery Knowledge Inventory
Hope and empowerment
Self-determination
Secondary level (n = 104)
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Appendix P
Test of normal distribution for the groups of nurse classified by work setting

Mean

Descriptive
Statistics
95% CI
SE

Stat.

Sig.

Stat.

Sig.

Group 1a

13.88

0.20

13.49 to 14.28

0.19

0.00

0.81

0.00

Group 2b

14.67

0.63

13.42 to 15.92

0.26

0.00

0.72

0.00

c

14.69

0.40

13.89 to 15.49

0.18

0.00

0.86

0.00

Group 1a

2.61

0.02

2.57 to 2.65

0.07

0.00

0.97

0.00

Group 2b

2.63

0.06

2.51 to 2.75

0.09

0.20

0.97

0.19

Group 3c

2.57

0.03

2.49 to 2.64

0.10

0.01

0.97

0.03

Group 1a

2.31

0.03

2.25 to 2.37

0.11

0.00

0.91

0.00

b

2.63

0.09

2.45 to 2.80

0.12

0.03

0.95

0.00

Group 3c

2.79

0.07

2.65 to 2.94

0.10

0.01

0.96

0.02

Group 1a

2.11

0.04

2.04 to 2.18

0.13

0.00

0.87

0.00

Group 2b

2.48

0.11

2.26 to 2.70

0.15

0.00

0.91

0.00

c

2.70

0.08

2.54 to 2.87

0.12

0.00

0.95

0.00

Group 1a

2.16

0.05

2.07 to 2.25

0.12

0.00

0.94

0.00

Group 2b

2.27

0.13

2.02 to 2.53

0.13

0.03

0.94

0.01

Group 3c

2.50

0.08

2.36 to 2.65

0.09

0.04

0.98

0.06

Group 1a

2.26

0.05

2.16 to 2.36

0.13

0.00

0.95

0.00

Group 2

b

2.60

0.11

2.37 to 2.83

0.16

0.00

0.95

0.00

Group 3

c

2.76

0.10

2.57 to 2.96

0.16

0.00

0.96

0.03

Group

RAQ 1

Group 3
RKI 2

RONP3

Group 2

Factor 14

Group 3
Factor 2 5

Factor 3 6

Note: 1 = Recovery Attitude Questionnaire
3 = Recovery Oriented Nursing Practice
5 = Sealing–over
a = Acute inpatient setting (n = 305)
c = Community setting (n = 114)

KolmogorovSmirnov

ShapiroWilk

2 = Recovery Knowledge Inventory
4 = Hope and empowerment
6 = Self-determination
b = Outpatient setting (n = 57);
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Appendix Q
Competencies of mental health nurses in Thailand

Competency

Detail

Health assessment

Continuous and precise assessment of clients’ problem and
needs

Nursing care plan

Continuous planning of goals and nursing activities to
address clients’ needs

Implementation of the
nursing care plan

Delivery of nursing practice according to nursing
care plan

Somatic therapy

Providing nursing care for clients who receive somatic
therapies such as medication, ECT etc.

Psychotherapy

Utilising psychosocial interventions to help clients accept
their problems, and adapt themselves to regain mental
health

Health education

Providing health education for clients and family in order
to achieve mental health

Milieu therapy

Providing supportive environment to promote therapeutic
outcomes

Evaluation

Evaluating the effectiveness of nursing activities delivered
to clients.

Collaboration

Collaboratively work with other professionals in mental
health teams

Community mental
health services

Provide mental health services in the community

Research and
Continuous education

Responsibility for self-development and for mental
health development

Note: Concluded from a study by Techarat (2003)
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Appendix R
Documents relevant to an ethical consideration of a qualitative study
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LETTER TO HOSPITAL DIRECTOR

Dear Hospital Director

This is a letter to ask permission to undertake research entitled ‘Nurses’ perceptions and

practices that promote recovery from schizophrenia in Thailand’s mental health
system’. It is conducted by Mr. Chettha Kaewprom, a PhD student of the School of
Nursing, Midwifery & Indigenous Health at the University of Wollongong,
Australia.
The study aims to explore how Thai mental health nurses view recovery from schizophrenia,
how they promote recovery from schizophrenia, the beliefs underpinning their nursing
practices and the provision of recovery-oriented services for people for people with
schizophrenia in Thai mental health system.
Approval is sought to undertake research in your hospital by interviewing some mental
health nurses who provide care for people with schizophrenia. The interview will ask about
the concept of recovery from schizophrenia and the provision of mental health services for
people with schizophrenia. There will be no risk for the nurses and the hospitals. No
individual will be able to identify the nurses, who participate in this study.
With this letter, the set of documents including a brief proposal, an outline of ethical
consideration (approved by Human Research Ethics Committee of the University of
Wollongong), a participation information sheet, a consent form, and an interview schedule
has been attached for further information.
The finding of this research will be primarily used for a PhD thesis, and will be published in
a scholarly journal article. Moreover, it may provide a basis for future decisions on the
development of mental health nursing and the provision of recovery-oriented care for people
with schizophrenia. If there are any ethical concerns you can contact the Ethics Officer,
Human Research Ethics Committee, University of Wollongong on 61-2-42214457.
If you require any further information, please do not hesitate to a researcher, Chettha
Kaewprom on 66-8-4114-2929.
Yours sincerely

Chettha Kaewprom (Researcher)
School of Nursing,
Midwifery & Indigenous Health
ck508@uow.edu.au

Assoc.Prof. Janette Curtis (Supervisor)
School of Nursing,
Midwifery & Indigenous Health
jcurtis@uow.edu.au

Prof. Frank Deane (Supervisor)
Illawarra Institute for
Mental Health
fdeane@uow.edu.au

PARTICIPATION INFORMATION SHEET FOR NURSES
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TITLE: Nurses’ perceptions and practices that promote recovery from schizophrenia
in Thailand’s mental health system
PURPOSE OF THE RESEARCH
This is an invitation to participate in a study conducted by Chettha Kaewprom, who is
completing a PhD in Nursing at the University of Wollongong. The purpose of the research
is to understand Thai mental health nurses’ perception about recovery from schizophrenia, to
explore the scope of nursing practices to promote recovery from schizophrenia and to seek
belief and goal beneath nursing care in relation to recovery from schizophrenia, and to
explore nurses’ opinion about the provision of recovery-oriented services for people with
schizophrenia.
INVESTIGATORS
Chettha Kaewprom (Researcher)
School of Nursing,
Midwifery & Indigenous Health
ck508@uow.edu.au

Assoc.Prof. Janette Curtis (Supervisor)
School of Nursing,
Midwifery & Indigenous Health
jcurtis@uow.edu.au

Prof. Frank Deane (Supervisor)
Illawarra Institute for
Mental Health
fdeane@uow.edu.au

METHOD AND DEMANDS ON PARTICIPANTS
If you choose to participate in the study, you will involve in an in-depth interview, which
will take about 60-90 minutes. Typical questions in the interview include: What does
recovery mean? What are the signs of recovery from schizophrenia? What are the factors to
promote recovery from schizophrenia and why? What are the barriers to prevent the recovery
from schizophrenia and why? How the nurses promote recovery from schizophrenia? What
could be done to improve the service to promote recovery from schizophrenia? We also
wish to audio-record the interview to ensure accuracy and help with analysis.
POSSIBLE RISKS, INCONVENIENCES, AND DISCOMFORTS
Apart from the 60-90 minute interview, we can foresee no risks for you. Pseudonym will be
given to you in the process of data analysis to protect confidentiality. All material in this
study will be kept in a locked cupboard and electronic data will be protected by a password
access. Your involvement in the study is voluntary. However, you may withdraw your
interview transcription within a particular period before its being prepared for data analysis.
Refusal to participate in the study will not affect your employment and relationship with the
University of Wollongong.
BENEFITS OF THE RESEARCH
This research may provide a basis for future decisions on the development of mental health
nursing and recovery-oriented care for people with schizophrenia. Findings from the study
will be used for a PhD thesis, academic conferences, and published in scholar journals
related to mental health. It is ensure that you and the clients will not be identified in any part
of the research.
ETHICS REVIEW AND COMPLAINTS
This study has been reviewed by the Human Research Ethics Committee (Social Science,
Humanities and Behavioural Science) of the University of Wollongong. If you have any
concerns or complaints regarding the way this research has been conducted, you can contact
the UoW Ethics Officer
on 61-2- 4221 4457.
Thank you for your interest in this study.
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CONSENT FORM FOR NURSES

Nurses’ perceptions and practices that promote recovery from schizophrenia
in Thailand’s mental health system
Researcher: Chettha Kaewprom

I have been given information about the research entitled ‘Nurses’ perceptions and

practices that promote recovery from schizophrenia in Thailand’s mental
health system’ and discussed the research project with the researcher, Chettha Kaewprom
who is conducting this research as part of a PhD program and is supervised by Assoc.Prof.
Janette Curtis, and Prof. Frank Deane from the Faculty of Health & Behavioural Science at
the University of Wollongong.
I understand that if I consent to participate in this project I will be asked about the recovery
from schizophrenia and mental health nursing to promote recovery from schizophrenia. I
also consent to audio record during the interview. I understand that there are no potential
risks or burdens associated with this study.
I understand that my participation in this research is voluntary, I am free to refuse to
participate, and I am free to withdraw interview transcription from the research before its
being prepared for data analysis. My refusal to participate or withdrawal of transcription will
not affect my relationship with the University of Wollongong.
If I have any enquiries about the research, I can contact Chettha Kaewprom (researcher) and
Assoc.Prof. Janette Curtis (supervisor). If I have any concerns or complaints regarding the
way the research is or has been conducted, I can contact the Ethics Officer, Human Research
Ethics Committee, Office of Research, University of Wollongong on 61-2-4221 4457.
By signing below, I am indicating my consent to participate in the research. I understand that
the data collected from my participation will be used primarily for a PhD thesis, and will
also published in a scholarly journal publication, and I consent for it to be used in that
manner.

Signed

Date

.......................................................................
Name (please print)

......./....../......

.......................................................................
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Appendix S
Documents relevant to an ethical consideration of a cross-sectional study
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LETTER TO HOSPITAL DIRECTOR

Dear Hospital Director

This is a letter to ask permission to undertake research entitled ‘Nurses’ perceptions and
practices that promote recovery from schizophrenia in Thailand’s mental health
system’. It is conducted by Mr. Chettha Kaewprom, a PhD student of the School of
Nursing, Midwifery & Indigenous Health at the University of Wollongong,
Australia.
The study aims to survey the levels of nurse’s attitude knowledge, and nursing practices in
relation to recovery from schizophrenia, and to compare these variables among mental health
nurses with a different background. The finding of this research will be primarily used for a
PhD thesis, and will be published in a scholarly journal article. Moreover, it may provide a
basis for future decisions on the development of mental health nursing and the provision of
recovery-oriented care for people with schizophrenia.
Approval is sought to undertake research in your hospital by administrating self-report
questionnaires to some registered nurses who provide care for clients with schizophrenia.
There will be no risk for the participating nurses and the hospitals. The identification of
respondents and the hospitals will not required in any part of questionnaires, and the data
will be analysed using a statistical analysis, and be reported as a whole.
With this letter, a set of documents including a brief proposal, an outline of ethical
consideration (approved by Human Research Ethics Committee of the University of
Wollongong), a participation information sheet, a consent form, and questionnaire set has
been attached for further information.
If there are any ethical concerns, you can contact:
In Thailand:

In Australia;

Dr. Pornreudee Nitirat
Department of Community and Mental Health Nursing
Prapokklao Nursing College, Chantaburi
(+66-3933-0073 ext. 209)
The Ethics Officer, Human Research Ethics Committee
University of Wollongong, NSW
(+61-2-4221-4457)

If you require any further information, please do not hesitate to directly contact a researcher,
Chettha Kaewprom at ck508@uow.edu.au

Yours sincerely
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PARTICIPATION INFORMATION SHEET FOR NURSES

TITLE: Nurses’ perceptions and practices that promote recovery from schizophrenia
in Thailand’s mental health system
PURPOSE OF THE RESEARCH
This is an invitation to participate in a study conducted by Chettha Kaewprom, who is
completing a PhD in Nursing at the University of Wollongong. The purpose of the research
is to survey nurse’s attitude and knowledge about a recovery concept, and nursing practices
to promote recovery from schizophrenia.
INVESTIGATORS
Chettha Kaewprom (Researcher)
School of Nursing,
Midwifery & Indigenous Health
ck508@uow.edu.au

Assoc.Prof. Janette Curtis (Supervisor)
School of Nursing,
Midwifery & Indigenous Health
jcurtis@uow.edu.au

Prof. Frank Deane (Supervisor)
Illawarra Institute for
Mental Health
fdeane@uow.edu.au

METHOD AND DEMANDS ON PARTICIPANTS
If you choose to participate in the study, you will be required to complete self-report
questionnaires, which are the Recovery Attitude Questionnaire, the Recovery Knowledge
Inventory, and the Recovery-Oriented Nursing Practice Questionnaire.
POSSIBLE RISKS, INCONVENIENCES, AND DISCOMFORTS
Apart from a completion of self-report questionnaires, we can foresee no risks for you. Your
name and your workplace are not required in any part of questionnaire. Your response will
be analyse using a statistical analysis, and be reported a whole group. All material in this
study will be kept in a locked cupboard and electronic data will be protected by a password
access. Your involvement in the study is voluntary. However, you may withdraw your
responded questionnaires within a particular period before its being prepared for data
analysis. Refusal to participate in the study will not affect your employment and relationship
with the University of Wollongong.
BENEFITS OF THE RESEARCH
This research may provide a basis for future decisions on the development of mental health
nursing and recovery-oriented care for people with schizophrenia. Findings from the study
will be used for a PhD thesis, academic conferences, and published in scholar journals
related to mental health.
ETHICS REVIEW AND COMPLAINTS
This study has been reviewed by the Human Research Ethics Committee (Social Science,
Humanities and Behavioural Science) of the University of Wollongong. If you have any
concerns or complaints regarding the way this research has been conducted, you can contact:
In Australia: The Ethics Officer
Human Research Ethics Committee
University of Wollongong, NSW
(+61-2-4221-4457)

In Thailand:

Dr. Pornreudee Nitirat
Department of Community and
Mental Health Nursing
Prapokklao Nursing College,
Chantaburi

(+66-3933-0073 ext. 209)

Thank you for your interest in this study.
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CONSENT FORM FOR NURSES
Nurses’ perceptions and practices that promote recovery from schizophrenia
in Thailand’s mental health system
Researcher: Chettha Kaewprom

I have been read information about the research entitled ‘Nurses’ perceptions and

practices that promote recovery from schizophrenia in Thailand’s mental
health system’, and understand that this study is a part of PhD thesis of Chettha
Kaewprom, and is under a supervision of Assoc.Prof. Janette Curtis, and Prof. Frank
Deane from the Faculty of Health & Behavioural Science at the University of Wollongong,
Australia.
I understand that if I consent to participate in this project I will be required to complete selfreport questionnaires including the Recovery Attitude Questionnaire, the Recovery
Knowledge Inventory, and the Recovery-Oriented Nursing Practice Questionnaire. I
understand that there are no potential risks or burdens associated with this study.
I understand that my participation in this research is voluntary, I am free to refuse to
participate, and I am free to withdraw my responded questionnaires from the research before
its being prepared for data analysis. My refusal to participate or withdrawal of transcription
will not affect my relationship with the University of Wollongong.
If I have any concerns or complaints regarding the way the research has been conducted, I
can contact:
In Australia: The Ethics Officer
Human Research Ethics Committee
University of Wollongong, NSW
(+61-2-4221-4457)

In Thailand: Dr. Pornreudee Nitirat
Department of Community and
Mental Health Nursing
Prapokklao Nursing College,
Chantaburi

(+66-3933-0073 ext. 209)
By signing below, I am indicating my consent to participate in the research. I understand that
the data collected from my participation will be used primarily for a PhD thesis, and will
also published in a scholarly journal publication, and I consent for it to be used in that
manner.

Signed

Date

.......................................................................
Name (please print)

......./....../......

.......................................................................

233

234

235

236

237

238

